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ABSTRACT 
Patient profiles are assembled by gathering the information regarding patients’ demographics and 
main areas of complaints. This information provides an understanding of the patients attending a 
particular healthcare facility giving an insight into the behaviour of both current and future patients 
of the healthcare facility within the community. This allows the healthcare provider to offer the 
best care possible to the patients presenting at the facility. 
Understanding of the level of patient visits and frequency of follow-up consultations at specific 
healthcare centre provides an insight into positioning of that healthcare facility within the 
population it renders health services to. 
Evaluation of the type of homeopathic remedy provides a valuable information about the type of 
homeopathic approach undertaken at a certain homeopathic health centre. 
This research was a quantitative, retrospective study and developed the formulation of a profile 
of female patients attending Khula Natural Health Centre, Khula village, KwaZulu-Natal for the 
period 01 July 2018 to 31 July 2019. 
The study sample was Black female patients aged 18 years and above. There were 351 patient 
files that were assessed and represented 100% of the patients that consulted at Khula Natural 
Health Centre during the period of the study. These files were sampled using inclusion and 
exclusion criteria. In this study, four different visits were followed up to evaluate the 
level/frequency of patient follow-up consultations. It was found that the follow-up visits declined 
over subsequent visits. From the 351 file samples that was evaluated at the beginning of the study, 
the number of files decreased to 87 patient files during visit two which further dropped to 31 files 
during visit three and only 12 files were assessed during visit four. 
The most prevalent main area of complain was musculoskeletal ailments across all four visits 
followed by Central Nervous System, gastroenterological complaints and HIV. In addition to 
these complaints and other organ systems such as cardiovascular/peripheral vascular specifically 
hypertension, endocrinology specifically diabetes and respiratory complaints had high number of 
patient follow-up visits. The age group that visited the centre largely was the age category of 51 




The type of treatment commonly administered during the study period was complex (combination 
of remedies) across all visits. 
It would be essential to conduct similar studies and compile a trend of female patient profile data 
and compare them with other homeopathic healthcare facilities to determine the burden of female 
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1.1 Problem Statement 
A patient profile is a display and analysis of individual patient’s specific information over time 
that helps one understand the relationships between the data for a patient (Shelledy and Peters, 
2016). An understanding of patient profile provides useful information to healthcare facilities 
about a particular population, which helps in increasing the effectiveness and management of 
patients. Gynaecological complaints such as infertility, menstrual problems, menopausal 
symptoms and urinary symptoms are common ailments that lead women to seek medical 
attention worldwide. Females both in urban and rural areas dominate healthcare visits. In South 
African rural areas, lack of healthcare services and long distances from healthcare facilities 
puts females in vulnerable situations. Khula Natural Health Centre (KNHC) is a healthcare 
centre that is situated in Khula village within KwaZulu-Natal (KZN) province and has provided 
health services to the community since April 2017. However, no compilation of female patient 
profile has been conducted at this health centre since its establishment. 
1.2 Aim of the Study 
The aim of the study is to create a female patient profile for patients attending the Khula Natural 
Health Centre for the period of 01 July 2018 to 31 July 2019. 
1.2.1 Objectives 
The objectives of the study are as follows: 
➢ To create female patient profile at KNHC; 
➢ To provide an insight into the female patient profile regarding main areas of 
complaints of females above the age of 18; 
➢ To establish the frequency of follow-up visits at KNHC and 









The outcomes of this study are as follows: 
➢ To provide an insight into the profile of female patients attending KNHC, which 
will assist with the strategic planning of the centre concerning stock planning and 
budget and 
➢ To provide a framework for future studies regarding patients’ profiles at KNHC. 
1.3 The Importance of the Study 
This study aims to provide female patients profile at Khula Natural Health Centre (KNHC) 
providing areas of complaints of females at this centre and broadly in rural areas of South 
Africa. The study also aims to reveal which complaints are more prevalent in which age groups 
of female patients attending KNHC. 
This study may also provide the Homeopathic department as well as Allied Health Professions 
Council of South Africa (AHPCSA) an insight into areas of complaints of females and may 
help enhance strategic planning of KNHC. In addition, the study may also establish the 
potential and value of Homeopathy in the South African healthcare setting as a whole. KNHC 
assists in reducing the overwhelmed primary healthcare clinics in KZN and South Africa as a 








Females make up slightly more than half of the South African population. Female complaints 
become an important factor within the healthcare system. It was reported that amongst women 
who visit healthcare, about 78% presented with gynaecological complaints. Lower abdominal 
pains reported to be around 50%, followed by discharge with 46%, dyspareunia 34%, pruritus 
28%, and burning of the vagina 27%. Other complaints such as dysmenorrhoea, menopause, 
polycystic ovarian syndrome and infertility are also common (Von Glehn et al, 2017). 
Approximately one fifth of the reproductive age females are Human Immunodeficiency Virus 
(HIV) positive in South Africa (STATS SA, 2010). 
Patient profile is a process of compiling health data about a particular patient as it is important 
for the healthcare provider and the practitioner to have an understanding and knowledge about 
the patient’s health status and the nature of complaints presented (Thomas, 2008). 
2.1.1 Female Complaints 
According to 2019 mid-year South African statistics, the South African population was 
estimated to be 58,78 million and females happen to be about 51.2% (approximately 30 
million) (STATS SA, 2019). 
Female complaints are defined as any disease, condition or dysfunction of the female 
reproductive system (Von Glehn et al., 2017). In 2001, in United States of America (USA), it 
was found that about 18% of the total female complaints were sexual and reproductive health 
problems and 32% of the burden is in women of reproductive age (Awan and Khan, 2017). 
Gynaecological conditions are often a main cause of high mortality rate of females in some 
developing countries. Pregnancy and childbearing being the major causes of death in these 
countries, hence contributing to high mortality of children during birth which are about one 
death in 26 births and only one death in 7300 births in developed countries (De Wet and 
Ngubane, 2014). 
Lack of health services puts females in a vulnerable situation in developing countries, 




to health services (Laurenzi et al., 2020). There are approximately 350,000 maternal deaths in 
Sub-Saharan Africa annually according to World Health Organization (WHO), obstetric 
haemorrhage being the most common cause. Maternal mortality rate does not seem to decrease 
in rural areas due to the lack of healthcare interventions such as safe abortion practices, 
maternity care during pregnancy and lack of family planning (WHO, 2019). 
In South Africa, female patients in rural areas are more vulnerable to certain conditions than 
those in urban areas. Teenage pregnancy and high rates of abortion are prevalent due to low 
education levels and high unemployment rates, which reflects poor social-economic conditions 
in these areas (Wand et al., 2019). In addition to dysmenorrhoea, Polycystic Ovarian Syndrome 
(PCOS), menopause, menorrhagia and metrorrhagia, infertility and HIV are the other major 
female complaints, which in developing countries result in a serious burden on socio-economic 
development of many households (de Wet and Ngubane, 2014). 
2.1.1.1 Human Immunodeficiency Virus and Acquired Immune Deficiency Syndrome 
(HIV and AIDS) 
South Africa has the highest HIV infection number in the world. The infection seems to be 
increasing among females. One of the South Africa’s highly populated provinces, KwaZulu-
Natal, has approximately 40% of HIV infections amongst women. This could be due to 
unprotected sex practices and multiple sexual partners. Other factors such as social, 
environmental and low socio-economic factors may also contribute to the high prevalence in 
these areas. The rate of infection is said to be about 10 to 15 infections per 100 people a year. 
HIV infections of women in South Africa are scattered in different areas but highly prevalent 
in the Northern part of Durban, KwaZulu Natal (Wand et al., 2019). 
There is an increase in HIV infection and the presentation of AIDS symptoms both globally 
and locally. South Africa is one of the low-middle income countries which has the highest HIV 
infection in the world with about 7.1 million people infected in 2017 (Khoza-Shangase and 
Anastasiou, 2020). HIV/AIDS prevalence remains high amongst women of reproductive age 
and remains a public concern. This becomes a health priority as HIV infection can be 
transmitted from mother to child (Taku et al., 2020). 
Acquired immune deficiency syndrome is an incurable and deadly disease that is caused by 
HIV infection. It develops after one has been infected with HIV and the manifestation of the 




immunodeficiency virus in females becomes a crucial subject due to vertical transmission of 
the infection from mother to child during pregnancy, breastfeeding and birth. It was estimated 
that about 20% of new-borns show AIDS symptoms in their first year of life while 80% develop 
the symptoms later in life about (7-9 years) or older (Goyal et al., 2020). Lack of health 
services, level of literacy and poverty impose a greater risk on HIV patients to develop 
symptoms of AIDS, and hence people in rural areas are more at risk and are victims of AIDS 
related deaths (Goyal et al., 2020). 
About 56% out of the 7.1 million people living with HIV in South Africa are on antiretroviral 
therapy (ART). It has been reported that the use of ART has reduced HIV related deaths by 
48% between 2005 and 2016 (Chimukangara, et al., 2019). The provision of ART programme 
has been implemented by the government and it is one of the largest ART programmes in the 
world. The drugs are available at primary healthcare facilities and are distributed free of charge 
to HIV positive patients. It is also reported that approximately 3 million people living with HIV 
are not utilising ART (Magidson et al., 2019). 
South Africa has spent approximately R17 billion against HIV/AIDS and TB (National 
Treasury Republic of South Africa, 2017). R9 billion has been allocated for maintenance and 
management of health facilities (Manyisa and van Aswgen, 2017). 
To maintain the spread of communicable diseases, (illnesses that are directly or indirectly 
transmitted by infectious agents from an infected individual, animal, or vector to a host), such 
as HIV, the government has also implemented measures including HIV campaigns which aim 
to raise awareness, send messages, eliminate stigma and promote openness about HIV/AIDS 
to reduce the rate of infection in South Africa (Vermund, 2014). 
2.1.1.2 Dysmenorrhoea 
The term dysmenorrhoea is derived from Greek words ‘dys’ – meaning difficult or painful, 
‘meno’ – monthly, ‘rrhea’ – flow, which simply means painful menstruation. It is a medical 
condition classified as severe uterine pain during menstruation characterised as cyclical lower 
abdominal pains. It affects 45-95% of women and approximately 40-70% of the reproductive 
age females suffer from dysmenorrhoea. Dysmenorrhoea is divided into primary and secondary 




Primary dysmenorrhoea is described as having no underlying pathology and secondary 
dysmenorrhoea is where there is an identifiable underlying condition causing menstrual pain. 
Primary dysmenorrhoea seems to occur shortly after menarche (first menstruation) whereas 
secondary dysmenorrhoea that occurs later on but can also happen any time after menarche. 
Some underlying causes of secondary dysmenorrhoea includes: endometriosis, pelvic 
inflammatory disease, adenomyosis and polyps (Kulkarni and Deb, 2019). 
Dysmenorrhoea comes along with physiological, physical, behavioural and social distress and 
this leads females to seek medical attention on a regular basis especially those suffering from 
secondary dysmenorrhoea as it requires investigations and surgical treatment for the underlying 
causes. Primary dysmenorrhoea usually requires some analgesics, comfort and support (Kolhe, 
2018). 
Non-steroidal anti-inflammatory drugs (NSAIDS) and oral contraceptives have always been 
the first line of treatment for primary dysmenorrhea however the use of oral contraceptives is 
limited only for the women who are not planning on getting pregnant and NSAIDS happen to 
have adverse effects such as renal failure and gastrointestinal dysfunction hence females tend 
to find alternative treatments. These include: herbal medicine, acupuncture, homeopathy and 
spinal manipulation (Ji et al., 2020). 
2.1.1.3 Polycystic Ovarian Syndrome (PCOS) 
Polycystic Ovarian Syndrome is a medical condition which is described as the presence of a 
cyst or multiple cysts in the ovary. It affects about 4-18% of the reproductive age women and 
its symptoms includes: irregular menstruation, oligomenorrhea (infrequent menstruation), 
hirsutism (male pattern hair growth) and hyperandrogenism (high level of androgens in 
female). Due to increased androgens, the patient may experience male pattern hair growth or 
alopecia (hair loss), deep voice and other secondary male characteristics. Polycystic Ovarian 
Syndrome affects the individual’s health significantly as it also causes insulin resistance and 
highly contributes to infertility. (Borthakur et al., 2020). 
Some of the clinical manifestations of PCOS include; anovulatory infertility, oligomenorrhea, 
amenorrhoea, hirsutism, hyperinsulinemia, obesity, acne, anxiety and depression, male pattern 




Current conventional treatments are oral contraceptives for the treatment of menstrual 
irregularities, but this can only be used for women who are not planning on conceiving. Another 
conventional treatment is the use of progestine, a synthetic form of progesterone, which is 
useful for the symptoms of PCOS, such as hirsutism and abnormal uterine bleeding; however 
adverse effects of progestine include: weight gain, liver and renal dysfunction and depression. 
Hirsutism is primarily treated by anti-androgens but may cause foetal feminisation in pregnant 
women. Insulin sensitization drugs are used to treat hyperinsulinemia but may cause gastro-
intestinal disturbances (Rooney and Pendry, 2014). 
Some alternative treatments of PCOS and its symptoms include acupuncture, phytotherapy and 
the use of herbal medicines which have been proven to be successful (Rooney and Pendry, 
2014). 
2.1.1.4 Infertility 
Infertility is described as an inability to bear children despite practising frequent, unprotected 
sexual intercourse for about a year or more. Infertility contributes to the couples’ state of mind 
and may even result in divorces. It affects about 8-12% of the couples worldwide with female 
and male factors contributing equally about 40%. The remaining factors tend to be unknown 
causes (Borthakur et al., 2020). 
Infertility may be classified as being primary in which the couples have never conceived once, 
and secondary infertility in which couples have conceived at least once then stopped bearing 
children (Borthakur et al., 2020). 
Females’ infertility factors may include: hormonal incapability due to endocrine issues, 
inability to ovulate, implantation of the embryo to the uterine lining, blockage of fallopian tube 
and inability of embryo survival in the uterine environment. Polycystic ovarian Syndrome 
seems to be the major cause of infertility affecting the process of ovulation (Borthakur et al., 
2020). 
According to WHO, infertility is considered as a global public health issue and about 56% of 
females who are affected seek treatment. Infertility enhancing drugs such as: oestrogen 
modulators, sex hormone suppression and assisted reproductive technologies (ART), as well 
as artificial insemination and ovulation induction happens to help women globally. Even 




perinatal depressive symptoms, low self-esteem, lowered marital satisfaction and generally 
lowering of quality of life (Chen et al., 2019). 
Among the alternative treatment of infertility is acupuncture-moxibustion which has an effect 
on ovarian and endometrial function and ovulation. It is greatly effective in infertility that is 
due to ovarian dysfunction. It was also reported that Chinese herbal medicine improves the rate 
of pregnancy in previously infertile females (Yang et al., 2020). 
2.1.1.5 Menopause 
Menopause is a cessation of ovulation due to insufficient oestrogen in women and occurs 
usually from the age of 50-51 and symptoms last about 5-7 years. In some cases, it may even 
last up to 10 years. These symptoms include: hot flushes, mood and sleep disturbances, fatigue, 
difficulty in concentration, poor memory, irritability etc. Transition to menopause is termed 
pre-menopause, and may occur about 4 years before the actual menopause and symptoms begin 
to be seen at this stage (Geukes et al., 2020). 
Menopausal symptoms are often the reason women seek treatment, either conventional or 
alternative. The use of hormone therapy has been the first option for the treatment of 
menopausal symptoms in conventional medicine (Locklear et al., 2017). 
In the study that was done in Costa Rica on menopausal symptoms, treatments and attitudes, it 
was reported that attitudes towards menopause have been described as unhappiness about aging 
especially among the females who experience menopause at earlier ages compared to the older 
women that accepted menopause with positive attitude, understanding that aging is a normal 
process of life (Locklear et al., 2017). 
The use of oestrogen-based hormone replacement therapy has been the traditional medical use 
for the symptoms of menopause but concerns regarding its safety on the health of women has 
been rising over the years and more females have turned to alternative treatments for 
menopausal symptoms. These therapies include: botanicals, which is mainly the use of plants 
such as phyto-oestrogens, which are the plants that give similar effects as oestrogen, namely; 
Soy, Red clover, Actearacemosa, Angelica sinensis and Ginseng. Other treatments include: 
Homeopathy, Ayurveda, steroids, vitamin supplements and physical treatment (acupuncture, 
osteopathy, Reiki and massage therapy) (Ralph and Webley, 2019; Rees, 2009). Changes in 




also shown an overall health improvement of women who are undergoing menopause 
(Locklear et al., 2017). 
2.1.1.6 Menorrhagia and Metrorrhagia 
Menorrhagia is a term used for heavy menstrual bleeding (bleeding more than 80ml for longer 
than 7 days) during menstrual cycle. It could be due to inherited bleeding disorders, hormonal 
imbalance and the use of Intrauterine Device (IUD). Dysmenorrhoea may result in great 
distress and discomfort and may cause other health issues such as iron deficiency anaemia. In 
severe cases it may lead to hospitalisation and blood transfusion (Lee, 2017). 
Endometrial resection, the use of levonorgestrel-releasing intrauterine system, hysterectomy 
and oral medications, are some conventional treatments of menorrhagia. Menorrhagia 
symptoms are subjective, and without objective findings of its complications such as anaemia, 
patients may undergo invasive surgeries while the symptoms may be treated with non-invasive 
therapies, such as oral medications. For these reasons some females tend to look for alternative 
treatments including: acupuncture, herbal medicines and natural therapies (Peeters, et al., 
2013). 
Metrorrhagia is an abnormal uterine bleeding. It is the spotting of blood in between menstrual 
cycles due to oestrogen insufficiency. It may occur every few weeks and the bleeding may be 
heavier than usual. Oestrogen insufficiency may be due to the lack of peripheral oestrogen, 
insufficient stimulation of follicle stimulating hormone (FSH) and inhibition of luteal hormone 
(LH). Metrorrhagia is classified according to its timing which are follicular or luteal phase. 
Follicular phase is when oestrogen is not adequate due to lack of FSH stimulation and luteal 
phase is due to LH inhibition (Lee, 2017). 
2.1.2 Healthcare System in South Africa 
In South Africa, access to healthcare is considered a basic human right. According to the 
National Department of Health (NDOH), it is essential for everyone to access public healthcare 
(Sekhejane, 2013). 
The South African health system is composed of public and private sectors. The public sector 
is not intended to be financially profitable and lacks the resources needed to adequately meet 
the demand of the population it services. The private sector is intended to service those 




membership. Majority of the people do not have medical aid to make use of the private sectors 
sufficiently hence they make use of public sectors (Neely and Ponshunmugam, 2019). 
South Africa’s healthcare system is in a form of spatial hierarchy where the basic healthcare 
system is scattered throughout the country, but healthcare services are more concentrated in 
urban areas. The country’s political economy highly influences the country’s healthcare 
system, and access to healthcare is dependent on mode of socioeconomic status, transportation, 
poverty and family networks in rural areas (Neely and Ponshunmugam, 2019). 
In South Africa, every province has the first healthcare line, which is primary healthcare (PHC). 
This provides patients with basic healthcare services and treatments within public clinics 
focusing more on prevention and promotion of health which are free of charge. If needed, the 
patients are then referred to public hospitals for further interventions and these institutions are 
referred to as a secondary healthcare. This is followed by subsequent referrals to specialists, 
also known as tertiary healthcare, private general practitioners, or other healthcare providers. 
Individuals with a higher economic status may start consulting with general practitioners or 









Figure 2.1: The hierarchy of healthcare system in South Africa (Berkman, 2014). 
2.1.3 Healthcare Services in KwaZulu-Natal 
KwaZulu-Natal (KZN) is the second highest province in South Africa in terms of population 





Out of the total population of KZN, about 54% reside in rural areas (Pillay et al., 2015). Primary 
healthcare services are not adequate in KZN due to the population being too large, as well as 
limited resources and financial insufficiency, specifically in rural areas. About 10% of the 
population do not receive adequate healthcare services making the implementation of 
healthcare centres a necessity (Nadasan and Penceliah, 2010). 
Public health face many challenges such as lack of infrastructure and resources, poor 
management, shortage of equipment and staff restricting standard provision of services 
(Naranjee et al., 2019). According to the KwaZulu-Natal department of health, (2001), there 
are eleven health districts. Approximately 72 provincial hospitals and quite a number of 
provincial clinics are available providing primary health services to the population (KwaZulu-
Natal department of health, 2019; Lutge et al., 2016). 
2.1.4 The Prevalence of Diseases in South Africa 
Many developing countries, South Africa included, are experiencing a surge of both 
communicable and non- communicable diseases. Many factors such as urbanisation and dietary 
patterns are the key elements to these changes (Macualay et al., 2018). In South Africa, 
HIV/AIDS, cardiovascular diseases and respiratory diseases are the three top leading causes of 
deaths each year. The second death causing disease is pneumonia, specifically in HIV infected 
adults that are 15 years of age and older. HIV prevalence is about 17% in this age group and 
remains high (Altieri and Keen, 2019). 
Tuberculosis (TB) is one of the South African epidemics (Myosi et al., 2014). In 2017, there 
were about 322,000 cases of active TB reports in South Africa. Although there was a decrease 
from 400,000 to 300,000 in 2014, South Africa is still marked as one of the highest countries 
with multi drug resistant TB. About 35,000 multidrug resistant TB cases were reported in 2014 
and approximately 19,000 of the same incidences in 2017 (Bhembe and Green, 2020). 
Non communicable diseases such as: hypertension, diabetes and obesity are growing in both 
urban and rural areas of South Africa, heavily affecting the poorer population (Pillay van-Wyk 
et al., 2016). South Africa has a high number of hypertensions with 38% among men and 34% 
in females. Hypertension is a condition in which one has elevated blood pressure above normal, 
and remains a significant health issue world-wide. It is the largest mortality rate contributor 
and leads to other complications, such as cardiovascular diseases with approximately 62% of 




diagnosed and managed, about 59% of individuals are unaware of their condition hence known 
as a ‘silent killer’ (Thomas et al., 2018). 
Diabetes mellitus is defined as fasting glucose level being above 7.0 mmol/L. Type 1 diabetes, 
type 2 diabetes (diabetes mellitus) and gestational diabetes are the major types of diabetes. 
Diabetes mellitus happens to be a large contributor of health burden in South Africa. The 
number of patients with diabetes mellitus is estimated to increase from 19.3 million in 2013 to 
41.5 million in 2035. The management of diabetes requires life-long treatment and improved 
health commitment, which tends to be a challenge for many patients (Bailey et al., 2016). 
General obesity is defined as body mass greater than 30 kg/m2. Body Mass Index (BMI) is 
defined as weight in kilograms divided by height in meters square. Central obesity (fat 
accumulation around abdominal region) is the most prevalent type of obesity which is in most 
cases associated with age, sex, blood pressure, diabetes and BMI status. Obesity and type 2 
diabetes are closely linked and strongly influence each other. In the study that was done in 
2020, it was reported that about 55.4% of Africans who are centrally obese individuals also 
have diabetes and females were 16.5 times more likely to be centrally obese more than males 
(Ukwamedua et al., 2020). 
2.1.5 Shortage of Healthcare Systems in South Africa 
According to National Health Act, free health services has been provided in public sectors for 
the South Africans based on eligibility that has been set by the Minister of Health and Finance. 
Free primary healthcare (PHC) is granted for the South Africans without medical aid schemes, 
children under the age of 6 years old, pregnant and lactating women. Despite the high demand 
of health services in South Africa, there are numerous challenges faced by health sectors 
(ESST, 2007). 
Seventy five percent of the South African population access public healthcare and these groups 
comprise the bottom of income distribution (Neely and Ponshunmugam, 2019). Human 
Resources for Health (HRH) which are affected by the demand and supply for health workers 
are insufficient in South Africa (Rispel et al., 2018). According to WHO, 2010, it was estimated 
that about 68% of the South African population depend on public health, which means about 




There is a great shortage of medically trained personnel to accommodate the high demand in 
public sectors. Despite the fact that a budget is given out by treasury every year, lack of 
resources is still a challenging factor in public healthcare system due to high level of corruption 
within service delivery personnel. These facilities are hugely underfunded and understaffed. 
Medical staff move to private sectors due to lack of resources, poor working conditions and 
low salaries faced in public health sectors (Smith et al., 2018). 
According to the study done on examining healthcare access in rural South Africa, about 25% 
of KwaZulu-Natal population attend public hospitals and clinics outside of their district due to 
the overpopulation of healthcare facilities within their areas. It was concluded that this could 
be either due to lack of resources, healthcare facilities and the issue of transportation (Neely 
and Ponshunmugam, 2019). 
Private healthcare is an independent health services that are made up of hospitals and clinics. 
This includes: the Pharmaceutical industries, private hospitals, the Medical Schemes Industry, 
individual professional health services and providers of various health services and products 
(Delobelle, 2013). 
In 2016, in South Africa, it was estimated that about 4 679 000 households make use of private 
sectors and 17.4% of the South African population make use of medical aid schemes (STATS 
SA, 2016). 
Private healthcare has more human resources compared to the public health sector. Medical 
professionals seem to move towards private sectors due to better working environment, training 
programmes and increased level of communication between health workers. Individual doctors 
also seem to prefer to have their own private practices due to flexibility of time being the major 
factor (George et al., 2013). 
2.2 Complementary Medicine 
Complementary medicine (CM) is defined by World Health Organization (WHO) as a broad 
set of healthcare practices that is not part of country’s conventional medicine and are not fully 
integrated into the dominant healthcare system (WHO, 2019). The use of CM has shown to be 
between 7-64% world-wide (Hamed et al., 2020). 
There is an increased use of complementary medicine world-wide. In South Africa CM is 




Ayurveda, Chiropractic, Homeopathy, Traditional Chinese Medicine, Acupuncture, 
Therapeutic Reflexology, Aromatherapy, Unani-Tibb, Naturopathy, Osteopathy, Phytotherapy 
and Therapeutic Massage Therapy. Women tend to be the highest users of CM such as herbal 
medicines, minerals and vitamins especially during pregnancy (Barnes et al., 2019). 
2.2.1 Ayurveda 
Ayurveda is defined as “Ayu” (life) and “Verda” (knowledge) and is one of the oldest 
complementary medicines that originated in India. It is based on Sankhya philosophy which 
means ‘rational enquiry into the nature of the truth’. According to Ayurveda, life is a union of 
body, sense and soul. The concept of human constitution is important to understand and 
diagnose the disease. Ayurveda has been used for gynaecological complaints, such as: 











Figure 2.2: Ayurveda vector illustration (Chopra, 2013). 
2.2.2 Chiropractic 
According to WHO, chiropractic is defined as a healthcare profession that prevents, treats and 
diagnoses disorders related to neuro-musculoskeletal systems and the effect these disorders 





Chiropractors focus on vertebral subluxation, which is the manipulation of vertebrae, and this 
adjustment is theorised by patients to improve health and quality of life. Over the past 50 years, 
professional focus of chiropractic has been attaining formal criteria of healthcare profession 
and gaining greater acceptance by healthcare (Glucina et al., 2020). 
 
Figure 2.1: Chiropractic body adjustment (Hansson, 2017). 
2.2.3 Traditional Chinese Medicine (TCM) 
Traditional Chinese Medicine is a branch of traditional medical practice that originated in 
China over 3500 years ago. It is defined by Professor Wang as an integrated characteristic of 
an individual that includes physical, physiological and psychological functions and life 
processes that determines the susceptibility to some pathogenic effects (Sun et al., 2018). Over 
the years, TCM has become an important part of healthcare system and people have been using 
it for the treatment of various diseases to maintain health through different therapies such as 
herbal medicines and is regulated by AHPCSA (Yao et al., 2020). 
Reid (2014) did a study to compare the effect of Chinese herbal medicine on infertility and it 
was concluded that Chinese herbal medicine can increase pregnancy rate about two times 
within approximately three to six months in comparison to allopathic fertility drugs. TCMs 
also seem to have an effect on conditions such as endometriosis, polycystic ovarian syndrome, 





Figure 2.2: Traditional Chinese medicine (Coghlan, 2015). 
2.2.4 Acupuncture 
Acupuncture is a branch of complementary medicine that has been used over 2000 years. The 
treatment of acupuncture involves sticking small sterile needles across the body’s energy 
pathways, also known as meridians (qi), which is described as bringing about changes and 
processes, and activates the body’s functions and activities. Acupuncture has been and still is 
in great use for female reproductive complaints such as metrorrhagia, amenorrhoea, 
hyperemesis gravidarum and miscarriages (Williams and Graham, 2019). 
 
Figure 2.3: Acupuncture (Parelmo, 2017). 
2.2.5 Phytotherapy 
Phytotherapy is derived from Greek word ‘phutos’, which is defined as a therapeutic 
application of plants. The evidence use of phytotherapy is composed in Divine Farmer’s 
Classic of Herbalism over 2800 years ago. Phytotherapy is a use of plants either the whole 




holistic vision of plants is approached by the practitioners and more scientific approach is 
focused on the effects of plants on different symptoms of the disease (Laccourreye et al., 2017). 
In United States of America, it was reported that nearly 20% of the population especially 
females for different conditions such as PCOS, amenorrhoea, insulin resistance and hirsutism 
ingest plants for health purposes. And in Europe, 10-20% of the population use phytotherapy. 
In 2011, WHO estimated that about 70-90% of people in developing countries use herbs 
(Laccourreye et al., 2017). 
2.2.6 Homeopathy 
Homeopathy is a form of healthcare system, which falls under Complementary Medicine and 
is widely used worldwide (Bell and Epstein, 2016). It was developed by a German physician-
chemist, Dr Samuel Hahnemann, based on the principle of ‘like cures like’ which means that 
if a substance is given to a healthy individual and causes symptoms, that same substance is 
capable of curing the same symptoms in a sick individual as mentioned under law of similar 
below (Şenel, 2019). Homeopathy uses proven drugs and different laws that were established 
by Hahnemann and different physicians (De Schepper, 2011). 
2.2.6.1 Laws of Homeopathy 
2.2.6.1.1 Law of Similars 
One of the principles of homeopathy is the law of similars that states, if a small diluted 
substance is administered to a healthy individual and can cause an illness, the same substance 
is able to cure the same symptoms developed in a healthy person when given to a sick person 
by stimulating the body’s own ability to heal itself (De Schepper, 2011). 
According to Hahnemann, the remedy picture is matched with symptom picture by perceiving 
what is to be cured in a diseased individual and having knowledge of what is curative in a 
remedy, as well as adapting the curative power of the remedy to what is discovered through 
case taking and observation by the use of clearly defined homeopathic principles (Hahnemann 
et al., 2015). 
Aphorism 27 states that: 
“The curative power of medicines, therefore, depends on their symptoms, similar to the disease 




surely, radically, rapidly and permanently annihilated and removed only by a medicine 
capable of producing (in the human system) in the most similar and complete manner the 
totality of its symptoms, which at the same time are stronger than the disease” (Hahnemann et 
al., 2015). 
2.2.6.1.2 Individualization 
The second principle of homoeopathy is the individualization of treatment. This is when all the 
disease pictures of a patient are used to prescribe the correct remedy, also known as 
‘similimum’, the practitioner will consider the patient’s symptoms as a whole including 
physical, mental and emotional symptoms. This is sometimes known as holistic approach (De 
Schepper, 2011). According to Aphorism 18, the totality of symptoms should be the sole 
indication and guidance to cure (Hahnemann et al., 2015): 
“Besides the totality of the symptoms, nothing can by any means be discovered in diseases 
where – with they could express their need of aid, it follows undeniably that the sum of all 
symptoms and conditions in each individual case of disease must be the sole indication, the 
sole guide to direct us in the choice of a remedy” (Hahnemann et al., 2015). 
2.2.6.1.3 Law of Minimum Dose 
The minimum dose is another homeopathic principle that states, the more diluted the 
substances are the more effective they get. According to Arndt-Schultz’s, a substance in a large 
dose destroys, in moderate dose inhibits and in small dose stimulates (De Schepper, 2011). 
Homeopathic dilutions in a sense should be Avogadro’s number (6.02 x 1023) which produces 
dilution limit meaning that if one mole of any molecule is diluted to Avogadro’s number, there 
should be no original molecule left in the substance. In homeopathy, this dilution equals 12c. 
But the chemistry of highly diluted substance, as in homeopathic dilution, deals with the 
behaviour of nanoscale particles which does not comply with Avogadro’s law due to their size 
and electrodynamics (Chirumbolo, 2011). 
In aphorism 275 of Organon of medicine, it was stated that the smallest possible dose of a 
medicine should be given at a time as larger doses attacks the vital force of an individual. 
According to Hahnemann, further potentization of a substance reduces harmful effects and 




“The suitableness of a medicine for any given case of disease does not depend on its accurate 
homeopathic selection alone, but likewise on the proper size, or rather smallness, of the dose. 
If we give too strong dose of a medicine which may have been even quite homoeopathically 
chosen for the morbid state before us, it must, notwithstanding the inherent beneficial character 
of its nature, prove injurious by its mere magnitude, and by the unnecessary, too strong 
impression which, by virtue of its homeopathic similarity of action, it makes upon the vital force 
which it attacks and, through the vital force, upon those parts of the organism which are the 
most sensitive, and are already most affected by the natural disease” (Hahnemann et al., 2015). 
2.2.6.1.4 Law of Single Remedy 
This law according to Hahnemann states that one single remedy should be given at a time (De 
Schepper, 2011). 
Aphorism 273 states that only one, single simple medicine should be given to the patient at one 
time (Hahnemann et al., 2015): 
“In no case under treatment is it necessary and thereafter not permissible to administer to a 
patient more than one single, simple medicinal substance at one time. It is inconceivable how 
the slightest doubt could exist as to whether it was more consistent with nature and more 
rational to prescribe a single, simple medicine at one time in a disease or a mixture of several 
differently acting drugs. It is absolutely not allowed in homeopathy, the one true, simple and 
natural art of healing, to give the patient at one time two different medicinal substance” 
(Hahnemann et al., 2015). 
2.2.6.1.5 Law of Single Dose 
Law of single dose states that one single of a dose should be taken for that particular ailment 
at a time (De Schepper, 2011). 
2.2.6.1.6 Law of Proving 
Homeopathic drug proving is a substance that is prepared homoeopathically which is 
administered to a healthy volunteer to bring about the drug picture of that specific substance 
and reveal its curative power (Senel, 2019). 
According to Hahnemann, a medicine is thoroughly proven when it has altered the health of a 




alterations which it is capable of causing in one person, and can only do this when administered 
to various individuals with different constitutions and yet has a tendency to affect all the 
symptoms in every human being (Hahnemann et al., 2015). 
2.2.6.2 Homeopathic Treatment 
Homeopathic remedies are prepared according to Homeopathic pharmacopoeias from natural 
sources such as plants, animals, minerals, nosodes (diseased animal or human tissues), sarcodes 
(healthy tissues), imponderables (forces without any material substances) and synthetic 
medicines (Bagot, 2018). 
Homeopathic remedies are produced from the raw material extracts known as ‘mother tincture’ 
(the beginning potency) from which other potencies are made. In Homeopathy, two scales are 
used to prepare homeopathic medicines, which are decimal (X) and centesimal (C) scales. In 
decimal preparation, one part of the original substance (mother tincture) is mixed with nine 
parts of water or alcohol to make the next potency. In a centesimal potency, one part of the 
original substance is mixed with ninety-nine parts of alcohol or water. Each time a part is added, 
the substance is vigorously shaken in a process known as succussion to bring about the 
medicinal effect of that particular substance. In decimal potencies, the substance is succussed 
10 times and 100 times in centesimal potencies (Bagot, 2018). 
There are different potencies of remedies in homeopathy namely, low potencies such as, 6C 
and 12C which are used mostly for physical complaints. Medium potencies such as 30C and 
high potencies such as 200C, 1M, 10M and more which are mainly used for more mental 
complaints. LM potency is another scale which is a roman word for 50,000. This means a 
substance is diluted in a ratio of 1 to 50,000. The LM potency is prepared in a liquid form and 
administered more frequently. LM potencies are gentler and deep acting and are given mainly 
for sensitive patients (Bagot, 2018). 
Hahnemann started the process of potentization (dilution of substances) and brought about 
potencies to make sure that substances are more dilute, as they have more effect depending on 
how further they have been diluted as mentioned above under the law of minimum dose. 
Remedies are given in a form of pillules, granules, powder, cream, tablets or in a form of liquid. 
They are administered as a single remedy known as simplex or in a combination of remedies 




2.2.6.3 Homeopathic Consultations 
It is very important to take a thorough and precise case in homeopathy as to provide the best 
possible treatment to the consulting patient. A detailed case should be captured accurately for 
every patient. Homeopathic practitioners are required to take a thorough case history, formulate 
diagnosis and render treatment to the patients. In homeopathy, fine details of the presenting 
symptoms are taken into consideration for individualization of the case to arrive at precise 
prescription. Cases that involve mental and emotional symptoms require more time compared 
to physical symptoms (Dhawale, 2014). 
It is important to focus on symptoms such as general symptoms (vital tone, vital temperature, 
stool, urine, sleep, perspiration, appetite and thirst), modalities (aggravating and ameliorating 
factors of the complaints), and symptoms that are experienced at the same time as the main 
complaint, also known as concomitant symptoms and sensations (descriptions of the sensation 
the patient experiences) (Kent, 2014). 
2.2.6.4 Homeopathy in South Africa  
Homeopathy was first introduced to South Africa in 1820s by European missionaries. Even 
though homeopathy was known in South Africa by then, there was no evidence of it being 
practiced until 1930s (Gower, 2013). Earlier on, pharmacies imported and supplied 
homeopathic remedies from England mainly but later on homeopathy spread from the Western 
Cape to cities such as Johannesburg and Kimberly (Lilley, 2006). 
In 1941, the first homeopathic pharmacy in Transvaal was opened. The Homeopathic Society 
of South Africa was then founded by Barbara MacFarland in 1951 and by 1953 Dr Bill Lilly, 
who was trained in England, started the first teaching of homeopathy and produced non-
medical practitioners. Dr William Henry Lilley then established the first professional training 
course in homoeopathy (Lilley, 2006). 
In 1956, homeopathy, naturopathy and osteopathy were trained at Lindlahr College as a four-
year part time course. By 1974, the government allowed registration procedure to those already 
in practice and about 400 homeopaths were registered. At this time no new practitioners were 





Since then, homeopathy has become more recognized by AHPCSA. A 5-year, full-time 
homoeopathic course was initiated by the Technikon of Natal currently known as Durban 
University of Technology (DUT) in 1987 and later on was followed by the Technikon 
Witwatersrand from 1992 (Prinsloo, 2009). One has to complete a five-year course to obtain a 
Master of Technology in Homeopathy (MTech Hom) until 2019. Starting from 2020 at 
University of Johannesburg (UJ), post graduate students who are successful in completing full-
time four years of Bachelor of Health Sciences in complementary medicine (BHSc CM) may 
progress into the Master of Health Sciences in Complementary Medicine (MHSc CM) 
programme which is a two-year, full-time course that allows students to specialise in either 
Homeopathy or Phytotherapy (University of Johannesburg, 2019). 
Currently the institutions that offers homeopathy courses are UJ and DUT. There are currently 
about 600 registered Homeopaths in South Africa (HSA, 2019). 
The process of homeopathy is regulated by AHPCSA. According to the AHPCSA Act, 1982 
(Act No 63 of 1982), a homeopathic practitioner may take a case and perform physical 
examinations and diagnose illnesses. Homeopathic consultation includes: 
➢ Case taking; 
➢ Physical examination; 
➢ Prescribing of the most suited medications; 
➢ Dispensing and formulating of medications based on the principles and 
philosophies of homeopathy (AHPSA, 2017). 
Chapter 11, regulation 47 of regulations in terms of the Allied Health Professions Act, 61 of 
1982, (Allied Health Professions Act) states: 
 47. The following acts are acts specially pertaining to the profession of a homoeopath: 
a) The physical examination of any person, taking into account the totality of symptoms 
and the modalities and peculiarities thereof, for the purpose of diagnosing any physical 
defect, illness or deficiency in such person. 
b) The treatment or prevention of any physical defect, illness or deficiency in any person 
by remedies, dietary advice or dietary supplementation in accordance with and   based 





2.2.6.5 Homeopathic Satellite Clinics 
University of Johannesburg has allowed an opportunity to for the department of 
complementary medicine to provide free health services at two community outreach 
programmes which are at Soweto and Ennerdale. 
Soweto satellite clinic was established in 2006 and has been running at a new location of a 
community church known as Palm Bible church at Moroka, Dlamini Soweto since 2018. Due 
to high demand the clinic started to operate Tuesdays and Thursdays in the afternoons and 
students approximately were seeing 30-35 patients per week. The clinic is a short distance away 
from Chris Hani Baragwaneth Hospital and works with certain community members to help 
with administration. The clinic provides health services free of charge to the patients 
(University of Johannesburg, 2020). 
Ennerdale satellite clinic started in 2004, the Department of complementary medicine has 
provided health services at a primary school known as Don Bosco Educational projects on 
Thursday afternoons. The clinic is also open to the residents surrounding the school. It has also 
been a norm for the homeopathic department to organise a Christmas function every year for 
about 300 disadvantaged students this also includes fundraising and donating clothing for the 
community (University of Johannesburg, 2020). 
Similar homeopathic satellite clinics has also been running in Durban, DUT by homeopathic 
students to provide healthcare services to the communities. 
Redhill homeopathic satellite clinic, which was established in 2005 by private homeopathic 
practitioners and is situated in eThekwini Municipality public clinic. It provides free 
homeopathic treatments to the community by homeopathic 5th year students under supervision 
of qualified homeopathic clinicians (Pramlall, 2016). 
UkubaNesibindi Homeopathic Clinic (UNHC) is the first homeopathic satellite clinic that was 
founded by DUT in collaboration with Lifeline that provides free homeopathic primary health 
services in Warwich junction, Durban, the area is known for its high crime rate and violence, 
low-cost housing and small businesses. It has been providing homeopathic treatments by 4th 
and 5th years of homeopathic students under the supervision of qualified practitioners (Durban 




Kenneth Gardens Homeopathic Community Clinic is the youngest satellite clinic that was 
established in 2012 in collaboration with the University of Kwa-Zulu Natal. The clinic is based 
in a housing estate for the medically boarded and runs weekly by 5th years under an observation 
of qualified homeopathic clinicians. The clinic is unique as it works with members of the 
community that helps with the administration and translation that at times allows students to 
go on “home visits” to those patients who are unable to travel to the clinic site (Durban 
University of Technology, 2019). 
2.2.6.6 Khula Natural Health Centre (KNHC) 
Khula is a village situated in the eastern part of KwaZulu-Natal in South Africa. It was 
established in 1993. The population of the village is approximately 20,000 people. There are 
two schools in the village, one clinic and no hospital. Hlabisa hospital is situated in Hlabisa 
Nongoma district, which is about 80km from Khula. HIV has become the main devastating 
diseases in the village and AIDS has made many children orphans (Potgieter, 2019; 
Vandormael et al., 2017). 
KNHC was established in April 2017 in Khula village as a Non-profitable Organisation (NPO) 
and was approved by AHPCSA as a clinic site. The centre has previously been operating for a 
week every month, but recently has been opening for two weeks in a month. The health centre 
treats patients from both Khula village and the surrounding areas. Most patients are females 
with both chronic and acute conditions. Besides providing treatments to the community, the 






Figure 2.4: Map of Saint Lucia, KwaZulu-Natal (Roudom, 2018). 
2.2.6.6.1 Homeopathic Treatment at Khula Natural Health Centre 
At KNHC, the registered practitioners or Master’s degree students that are under supervising 
practitioners will take a full case using KNHC case taking form, perform physical 
examinations, diagnose and treat patients with the most suitable homeopathic medication. In 
addition to the remedies, Iquilai (remedy complex for HIV/AIDS) will be administered to the 
HIV positive patients. The volunteering students would observe other practitioners for few 
days to gain an insight of the procedure of consultation before consulting with the patient alone. 
There are translators available for practitioners and consulting students to facilitate eliminate 
language barrier, and increase communication level between the patient and consulting bodies 
in cases where the patients speak the local dialect. Confidentiality forms are signed by 
volunteering practitioners and translators so as to protect patients’ privacy. Patients also sign 
consent forms before consultations (Potgieter, 2019). 
2.3 Traditional Medicine 
Traditional medicine is the indigenous knowledge, experience and skills that was passed on 
over the years from generations to generations to maintain health, treat and diagnose diseases. 
The traditional healer provides healthcare services based on culture, religion, attitude, 




Control Council of South Africa. About 0.7% of the South African population still make use 
of Traditional Medicine as their primary health services (STATS SA, 2017). 
In different South African rural areas, a substantial number of females tend to seek treatments 
from traditional healers for various gynaecological complaints relating to reproductive and 
genital organs, pregnancy and childbirth. Traditional healers are commonly available in rural 
areas such as KwaZulu-Natal and are commonly known by Zulu people as inyangas (herbalists) 
and isangomas (diviners). Herbalists have skills and knowledge related to the cultivation and 
dispensing of herbs, as well as diagnosing and treating different conditions by the use of various 
herbal medicines. Diviners usually use bones and consult ancestors to reveal the hidden reason 
or cause of certain events and may even foretell the future or rediscover past events. Shops 
available in different places either in the cities or rural areas where these medications are sold 
(Nair and Rengasamy, 2019). 
Different parts and species of plants such as leaves and roots are used by different healers in 
different forms and relied on symptomatic diagnoses of diseases by the practitioners. These 
parts are ingested to treat problems related to menstrual cycles, infertility, dysmenorrhoea and 
menorrhagia. Females in these areas do not only consult the practitioners for the symptomatic 
conditions but also for conditions such as abortion and infertility (Nair and Rengasamy, 2019). 
 
Figure 2.5: Traditional medicine (Adope, 2017). 
2.4 Patient Profile 
The compilation of a ‘profile’ involves capturing and analysing important information about 
an individual. A healthcare provider conducts a patient profile over a period of time to 
understand the relationship between the patient and the available data of that particular patient. 
Patient profile allows a healthcare provider to keep track of an outline characteristics of the 




profile may also provide more personalized therapeutic treatment adapted to the individual 
patient (Ostrowka et al., 2020). 
Patient profiling gives one an idea of different types of patients with various backgrounds and 
presentations of different conditions allowing the practitioners to have an insight of the general 
characteristics of that particular patient. Patient profile therefore predicts the future facts rather 
than just present data differences and integrates that particular population with other data such 
as psychographic characteristics and demographics by understanding the routine of the 
population and which health issues they face, and hence which healthcare services they need 
(Stuelpne, 2012). Patient profile will assist this study in creating patient profile for KNHC. 
Demographics of the populations alters products and health services. For instance, if the health 
centre receives more female patients and understands their main areas of complaints, there will 
be an effect on the type of medications that should be in stock at that particular health centre 
(Talib and Rahman, 2013). It is crucial to provide a reliable and effective health services to the 
patients, as patients are more aware of medical conditions and treatments available due to a 
rise in internet access and healthcare media (Thomas 2008). 
2.5 Demographic Profiles and Prevalence of Disease 
In 2016, South African population was estimated to be approximately 58.75 million with the 
Black population making up about 80.7%, coloureds 8.8%, whites 8.1% and Indians 2.5%. 
Gauteng populates the largest portion of the people with about 25.3% (14.3 million) (STATS 
SA, 2019). 
In the same year, it was estimated that approximately 51.2% of the population comprises of 
females, about a third of South African population was recorded to be under the age of 15 
years, 15-50 group of age seem to be declining due to HIV/AIDS burden that is prevalent in 
about 19% of this age group, and about 8% of the population was above the age of 60. It is 
noticed that the latter age group seem to be increasing since 2002 (STATS SA, 2019). 
2.6 Prevalence of Diseases in Relation to Demographic Profiles 
Understanding the differences in demographic profiles can help the health practitioners 







There are substantial health or medical differences between different racial groups due to race 
being an important health determinant. Susceptibility of patients to certain diseases due to race 
has been evident in the study that was done in 2015 where multiple race research studies were 
conducted by the Americans Heart Association to underline whether the laboratory lipoprotein 
cut off was appropriate for four ethnic groups. It was concluded that a 50mg/dl cut off was 
appropriate for whites and Hispanics while a cut off of 30mg/dl was required for Blacks, as 
this ethnic group showed a greater risk of coronary heart disease (Guan, 2015). Certain chronic 
diseases such as cancer, cardiovascular diseases, HIV/AIDS, Alzheimer’s disease (AD) and 
multiple sclerosis (MS) seem to be affecting certain racial groups in greater instance (Canavelli 
et al., 2019). 
In the study that was done in 2017, it was found that MS affected more white females than any 
other race and Black females seem to be affected more by fibroids (Albor, et al., 2017). In 
South Africa, according to national burden of disease study that assessed mortality rate, 
HIV/AIDS is more prevalent in Black population with about 33.1% followed by coloureds with 
19.8%. Another condition that is highly prevalent amongst Black and Indian population is 
diabetes and hypertension with hypertension being more prevalent in Blacks. Cardiovascular 
diseases are more prevalent in whites as well as Indian population (Pillay-van Wyk et al., 
2016). 
The most common predominant cause of death amongst these groups are renal diseases, while 
diarrhoeal diseases are the most common cause of death within Black population (Pillay-van 
Wyk et al.,2016). 
2.6.2 Age 
Age is another health determinant as certain disease are more prevalent in certain age groups. 
The incidence of disease increases with age. For example, Ear/Nose/Throat (ENT) complaints 
are more prevalent in paediatric patients whereas neurological conditions such as Parkinson’s 
diseases are more noticed in ageing population (Peer, 2013). HIV/AIDS appears to be noticed 
more in the middle ages between 15 and 50, and then tends to reduce the population of those 






Different conditions are prevalent in different genders, conditions such as systemic lupus 
erythematosus (SLE), thyroid diseases and MS are more prevalent in female patients, whereas 
conditions such as myocardial infarction, stroke, lung cancer and hypertension are more 
prevalent in males (Ngo, 2014). 
2.7 Related Research 
In 2003, a study was done by Louw regarding analysis of patient profiles at Technikon 
Witwatersrand (TWR) Homeopathic Health Centre and evaluated demographics, the 
prescription and cost to patients. It was found that 63% of the patients who visited the centre 
came with chronic complaints and about 50% of the patients only visited the centre once. Some 
of the recommendations were that the data should have been larger as to provide clearer 
conclusion, more age groups should have been included as to collate the relationship between 
age group and disease prevalence, and patient satisfaction should have been explored (Louw, 
2003). 
According to Kara (2018), in the study that was conducted at Homeopathy Health Centre in 
Doornfontein Campus (DFC) UJ regarding patient profile and record keeping, 63% of the 
patients visiting the centre were Black, 22% were Indians and 21% were white. Thirty seven 
percent of the patients were between the ages of 19 and 35, with double the female patients 
than the male patients. Musculoskeletal system complaints were the highest followed by 
dermatology complaints. The Black and Indian race group presented more with cardiovascular 
system complaints whereas the white race group presented more with the nervous system 
complaints (Kara, 2018). 
Pramlall (2016) conducted an audit of the DUT Homeopathic satellite clinic over a five-year 
period (2010-2014). The study was descriptive and retrospective where the demographics of 
the patients were compared with disease prevalence. It was noted that most of the patients were 
females between the ages of 21 and 30 and the main complaints were, respiratory, infectious 
diseases, dermatology, musculoskeletal and gastro- intestinal. The recommendation was that 







3.1 Research Design 
The study was a quantitative descriptive design that was conducted at Khula Natural Health 
Centre (KNHC) with permission granted from the centre’s manager and the non-profit 
organisation’s (NPO) board members (Appendix A) with issued ethical clearance from UJ 
(Appendix B) for the period 01 July 2018 to 31 July 2019. 
3.2 Research Setting 
The study was conducted at Khula Natural health centre, a charitable and NPO primary health 
centre that provides homeopathic treatment in Khula village, in a rural area of KwaZulu-Natal 
South Africa. 
3.3 Research Population 
The research population consisted of all new female patient files above the age of 18 that have 
consulted at KNHC for the first time and their respective follow-up visits from 01 July 2018 to 
31 July 2019. There were 6077 total number of patient files since the opening of the centre, 
April 2017 to the end of July 2019. The total female patient files who have consulted at the 
centre during this period was 2336 and 1000 patients were new. 
3.4 Research Sample 
The female patient files were obtained from the clinician’s database with permission granted 
(Appendix A). The clinician’s database records both first and follow-up consultations at the 
centre each day. Three hundred and fifty-one files were randomly selected from 1000 new 
female patient files to represent 100% of the female patients attending KNHC for the period of 
the study. The sample was double checked using inclusion and exclusion criteria. 
3.4.1 Inclusion Criteria 
Patient files that had all the following information were included in this study: 
➢ New female patient files between 01 July 2018 to 31 July 2019; 
➢ Patients above the age of 18; 
➢ Patients with consent information form signed (Appendix D); 




➢ Initial consults and 
➢ Consecutive follow-ups of the selected files. 
3.4.2 Exclusion Criteria 
The following was excluded from the study: 
➢ Male patients; 
➢ Patients below the age of 18; 
➢ Patient record with missing or unsigned consent form; 
➢ Patient files with incomplete personal information; 
➢ Duplicate file numbers and 
➢ Subsequent follow-up female patient files. 
3.5 Study Procedure 
The study was conducted at KNHC under the supervision of clinicians with relevant permission 
from the centre’s manager and Non-Profit Organisation’s (NPO) board members (Appendix 
A). With the manager’s permission, the clinician database was transferred to a Microsoft excel 
spreadsheet. Female files were extracted from KNHC’s filing room by the researcher. All the 
new female files above the age of 18 during the study period were randomised and viable files 
were then obtained and screened using the inclusion and exclusion criteria mentioned above. 
The selected files that have met the inclusion criteria were used to complete patient profile in 
the data collection sheet (Appendix E). 
3.6 Data Collection and Analysis 
Data captured in the data collection spreadsheet was analysed using descriptive statistical 
analysis by the researcher with an assistance from STATKON using SPSS version 25.0 and 
Chi Square goodness of fit Test (CSgof Test) SPSS Statistics for Windows, (Van Staden, 2019). 
The following information about the patients were obtained from the clinician’s database and 
patient files: 
➢ File number; 
➢ Date of birth; 
➢ Age of the patient at the first consultation; 
➢ Date of the first visit from 01 July 2018 to 31 July 2019; 




➢ Treatment (simplex or complex); 
➢ Dates of follow-up visits during the study period; 
➢ Main area of complaint for follow up visits and 
➢ Treatment (simplex or complex) of follow-up visits. 
3.7 Reliability and Validity Measures 
Subjective and objective deviations were eliminated due to the study being dependent on data. 
The data was systematically recorded and the programme (Microsoft excel and SPSS 25.0) was 
applied correctly. To avoid any recording errors, the information was double-checked by the 
researcher (Weiner, 2007). The sample size (351) was statistically sufficient to cover and 
represent the population. The Microsoft Excel random selection function used an algorithm 
and that assigns numbers to each file number and then data sort procedure was applied. Random 
samples were conducted from the list. This process increases validity since any bias tendencies 
was eliminated in the process of sample selection (Weiner, 2007). 
3.8 Ethical Considerations 
The study was only done after clinic manager and Non-Profit Organisation’s board members 
have granted the consent and ethical clearance letter has been obtained from UJ (Appendix B). 
Patient confidentiality was maintained as the collected data was only disclosed to the 
researcher, the supervisors and the statistician. All data and information related to the study 
was stored in a password protected computer to ensure confidentiality. Confidentiality will 
only be breached in the event of an outbreak of infectious diseases and gender-based violence 
that has not been reported. Data capturing was only conducted in the KNHC filing room in 
private and no files were removed from this room during data collection. Only files of patients 
who gave consent for the study was included as per the signed consent form (Appendix D). 









The aim of the study was to describe the profiles of female patients’ attending Khula Natural 
Health Centre (KNHC) for the period of 01 July 2018 to 31 July 2019. This was done by 
assessing the clinician data base and files from KNHC, and compiling a data sheet in Microsoft 
excel. The recorded information was then analysed using descriptive statistical analysis SPSS 
version 25.0 and Chi Square goodness of fit Test (Van Staden, 2019). 
There were 6 077 total number of consultations at KNHC since its opening, April 2017 to 31 
July 2019. The total number of female patients who have consulted at the centre during this 
period were 2 336. One thousand new female patients visited the centre during the study period. 
The study focused on the new female patient files who were above the age of 18 and by the use 
of inclusion and exclusion criteria, 351 female files were randomly selected and evaluated to 
complete female patient profile for the selected study period. 
6 077 total number of files from April 2017 to July 2019 
 
2 336 female files from 2017 to July 2019 
 
1 000 new female files from 01 July 2018 t0 31 July 2019 
 
649 files not met inclusion criteria 
 
351 selected and evaluated 





Three hundred and fifty-one new female patient files were analysed and represented the whole 
female patients attending KNHC. The files were analysed according to specific objectives: 
➢ To determine female patient profile; 
➢ To determine the frequency of visits (follow-ups) at KNHC; 
➢ To determine the main area of complaints of females visiting the centre; 
➢ To determine the prevalence of main area of complaints according to age groups 
and 
➢ To determine the type of treatment administered at KNHC (simplex or complex 
remedies). 
 
4.2 Patient Profile 
4.2.1 Race 
KNHC is situated in Khula village that populates highly of Black race. During the study, 100% 
of the randomly selected patients’ files were of the Black population, hence all the participants 
were Black. 
4.2.2 Age 
The distribution of ages for participants ranged from 18-years of age to 90-years. The most 
prevalent age group who visited the centre was the age group of 51 - 62 with 34% (n=119) 
followed by the age group of 26 - 40 and 41 - 50 with 15% (n=53), and the age group that 





Figure: 4.2: Age. 
4.2.3 Main Area of Complaint 
Various main areas of complaint were evaluated in this study. These are the complaints that 
were prevalent at KNHC and were referenced to KNHC case taking form. Some of the 
complaints may not had an impact on the statistical findings of the study as the number of 
patients were too small for certain areas of complaints. In this study, hypertension within 
cardiovascular/peripheral vascular and diabetes within endocrinology were separated from 
these main systems and focused on to highlight that these conditions are commonly seen at 
KNHC.  
4.2.4 Main area of Complaint and Age 
For the purpose of having enough data for the study sample, only the first visit was included to 
evaluate the ‘Main area of complaint and age’ as consecutive visits did not provide significant 
number of patient files. The main areas of complaints were evaluated according to age 
prevalence to certain complaints of the patients attending KNHC for the study period using 
frequency table and the CSgof Test. 
The CSgof Test shows what would be expected if all age groups got an equal chance of getting 
a particular complaint. The results indicated that there would be no significant difference 
















(p>0.05). p<0.05 indicates that there is a significant difference between what was observed and 
the expectation if all the people in each age group has an equal chance of particular complaint. 
The following categories had a significant difference between what was observed and what 




➢ Cardiovascular and peripheral vascular/hypertension and 
➢ Endocrinology/diabetes. 
Table 4.1 below shows the main areas of complaints and the age of the patients by the use of 
frequency table and CSgof Test. The expected number (Expected n) and percent (Expected %) 
of each age groups within each system are of equal values. 
Table 4.1: Distribution of patients according to the main area of complaint and their age by the 
use of frequency table and CSgof Test 





















18-25 2 8% 18 16.6% 0.000 Yes  
26-40 4 21% 18 16.6% 
41-50 6 18% 18 16.6% 
51-62 28 45% 18 16.6% 
63-70 26 48% 18 16.6% 
71-90 46 77% 18 16.6% 




26-40 8 8% 17.0 16.6% 
41-50 13 13% 17.0 16.6% 
51-62 39 39% 17.0 16.6% 
63-70 20 20% 17.0 16.6% 
71-90 10 10% 17.0 16.6% 
Liver  18-25 0 0% 0.0 0.0% 1.000 No 
26-40 0 0% 0.0 0.0% 
41-50 0 0% 0.0 0.0% 
51-62 1 1% 1.0 50% 
63-70 0 0% 0.0 0.0% 
71-90 0 0% 1.0 50% 
Ear/Eye/Nose/Throat 18-25 0 0% 0.0 0.0% 1.000 No 
26-40 1 50% 1.0 50% 
41-50 1 50% 1.0 50% 
51-62 0 0% 0.0 0.0% 
63-70 0 0% 0.0 0.0% 
71-90 0 0% 0.0 0.0% 
Endocrinology/diabetes 18-25 1 4% 0.0 0.0% 0.000 Yes  
26-40 1 4% 0.0 0.0% 
41-50 1 4% 0.0 0.0% 




63-70 5 18% 0.0 0.0% 
71-90 6 19% 2.0 100% 
Gastroenterology 18-25 5 5% 16.3 16.6% 0.000 Yes 
26-40 15 15% 16.3 16.6% 
41-50 11 11% 16.3 16.6% 
51-62 41 42% 16.3 16.6% 
63-70 6 6% 16.3 16.6% 
71-90 21 21% 16.3 16.6% 
Genitourinary 18-25 2 7% 5.3 16.6% 0.497 No 
26-40 8 26% 5.3 16.6% 
41-50 5 17% 5.3 16.6% 
51-62 4 13% 5.3 16.6% 
63-70 5 17% 5.3 16.6% 
71-90 6 20% 5.3 16.6% 
Gynae/obs 18-25 11 25% 9.0 16.6% 0.084 No 
26-40 13 30% 9.0 16.6% 
41-50 10 23% 9.0 16.6% 
51-62 8 18% 9.0 16.6% 
63-70 0 0% 0.0  0.0% 
71-90 2 4% 9.0 16.6% 




26-40 0 0% 0.0 0.0% 
41-50 1 50% 1.3 33.3% 
51-62 0 0% 0.0 0.0% 
63-70 1 50% 1.3 33.3% 
71-90 0 0% 0.0 0.0% 
Infectious diseases 18-25 0 0% 0.0 0.0% 0.881 No 
26-40 1 17% 1.5 25% 
41-50 2 33% 1.5 25% 
51-62 1 17% 1.5 25% 
63-70 0 0% 0.0 0.0% 
71-90 2 33% 1.5 25% 
HIV 18-25 5 5% 15.8 16.6% 0.000 Yes 
26-40 26 28% 15.8 16.6% 
41-50 23 25% 15.8 16.6% 
51-62 29 32% 15.8 16.6% 
63-70 5 5% 15.8 16.6% 
71-90 5 5% 15.8 16.6% 
Mental health 18-25 0 0% 0.0  0.0% 0.910 No 
26-40 4 40% 2.8  20% 
41-50 3 30% 2.8  20% 




63-70 2 20% 2.8  20% 
71-90 0 0% 2.8  20% 
Musculoskeletal 18-25 5 3% 31.8  16.6% 0.000 Yes 
26-40 14 8% 31.8  16.6% 
41-50 25 13% 31.8  16.6% 
51-62 77 41% 31.8  16.6% 
63-70 36 19% 31.8  16.6% 
71-90 31 16% 31.8  16.6% 
Respiratory 18-25 6 12% 8.5  16.6% 0.147 No 
26-40 9 18% 8.5  16.6% 
41-50 10 19% 8.5  16.6% 
51-62 15 29% 8.5  16.6% 
63-70 6 12% 8.5  16.6% 
71-90 5 10% 8.5  16.6% 
Dermatology  18-25 5 9% 9.2  16.6% 0.012 No 
26-40 10 19% 9.2  16.6% 
41-50 9 17% 9.2  16.6% 
51-62 16 30% 9.2  16.6% 
63-70 3 6% 9.2  16.6% 
71-90 10 19% 9.2  16.6% 




26-40 1 13% 2.5  25% 
41-50 3 37% 2.5  25% 
51-62 3 37% 2.5  25% 
63-70 1 13% 2.5  25% 
71-90 0 0% 0.0  0.0% 
Cancer 18-25 0 0% 0.0  0.0% 1.000 No 
26-40 0 0% 0.0  0.0% 
41-50 0 0% 0.0  0.0% 
51-62 1 33% 1.0  33.3% 
63-70 1 33% 1.0  33.3% 
71-90 1 33% 1.0  33.3% 
Enteric diseases 18-25 0 0% 0.0  0.0% 0.564 No 
26-40 1 33% 0.0  0.0% 
41-50 0 0% 0.0  0.0% 
51-62 1 33% 1.5  50% 
63-70 0 0% 0.0  0.0% 
71-90 1 33% 1.5  50% 
Nutritional deficiencies 18-25 1 5% 1.0  50% 1.000 No 
26-40 0 0% 0.0  0.0% 
41-50 0 0% 0.0  0.0% 




63-70 0 0% 0.0  0.0% 
71-90 0 0% 0.0  0.0% 
STI’s 18-25 1 20% 1.7  33.3% 0.819 No 
26-40 2 40% 1.7  33.3% 
41-50 0 0% 0.0  0.0% 
51-62 2 40% 1.7  33.3% 
63-70 0 0% 0.0  0.0% 
71-90 0 0% 0.0  0.0% 
Injuries 18-25 1 20% 1.2  24% 0.955 No 
26-40 0 0% 0.0  0.0% 
41-50 1 20% 1.2  24% 
51-62 1 20% 1.2  24% 
63-70 1 20% 1.2  24% 
71-90 1 20% 1.2  24% 
Maternal and neonatal 
disorders 
18-25 0 0% 0.0  0.0% 0.779 No 
26-40 2 67% 1.3  25% 
41-50 0 0% 1.3  25% 
51-62 1 33% 1.3  25% 
63-70 0 0% 0.0  0.0% 
71-90 0 0% 1.3  25% 




26-40 2 67% 1.5  50% 
41-50 0 0% 0.0  0.0% 
51-62 1 33% 1.5  50% 
63-70 0 0% 0.0  0.0% 
71-90 0 0% 0.0  0.0% 
 
4.3 Patient Visits to Khula Natural Health Centre  
The study included the first visit to the centre up to the patient’s three consecutive follow-ups 
for the duration of study period. It was observed that less patients came back to the clinic 
compared to their previous consultations over all four visits. Three hundred and fifty-one 
patient files were evaluated for the first visit. 25% (n=87) patients came back for follow ups 
(visit 2) either for the initial complaint or something else. The number of patients who came 
back for the 3rd visit dropped to 9 % (n=31) (patients and only 13% (n=12) patients visited the 
centre for the 4th visit. 
The following bar graph show that patients follow ups visits to the centre decreased across 
visits: 
 




























4.3.1 Main Area of Complaint over Different Visits  
Number of patients decreased with visits from visit 1 to visit 4. For each complaint, less patients 
came back for their consecutive visits for the particular initial complaint as shown in table 4.2 
and figure 4.4 below. 
Table 4.2: Distribution of number of patients for different main area of complaints over 
different visits 
Main area of complaint   Visits  Observed  
n 
% out of total 
 n (351) 
 
Cardiovascular and peripheral 
vascular / hypertension 
Visit 1 86 24.5% 
Visit 2 13 4% 
Visit 3 4 1% 
Visit 4 0 0.0% 
Central Nervous System Visit 1 100 28.0% 
Visit 2 23 6.6% 
Visit 3 5 1.4% 
Visit 4 3 0.8% 
Liver  Visit 1 1 0.3% 
Visit 2 0 0.0% 
Visit 3 1 0.3% 
Visit 4 0 0.0% 




Visit 2 0 0.0% 
Visit 3 0 0.0% 
Visit 4 0 0.0% 
Endocrinology / Diabetes Visit 1 28 7.8% 
Visit 2 17   4.8% 
Visit 3 2 0.6% 
Visit 4 0 0.0% 
Gastroenterology  Visit 1 97 27.6% 
Visit 2 18 5.1% 
Visit 3 7 2.0% 
Visit 4 3 0.8% 
Genitourinary 
 
Visit 1 30 8.5% 
Visit 2 3 0.8% 
Visit 3 2 0.6% 
Visit 4 0 0.0% 
Gynae / Obs 
 
Visit 1 44 12.5% 
Visit 2 13 3.7% 
Visit 3 2 0.6% 
Visit 4 0 0.0% 
Haematology Visit 1 1 0.3% 




Visit 3 0 0.0% 
Visit 4 0 0.0% 
Infectious disease  Visit 1 6 1.7% 
Visit 2 1 0.3% 
Visit 3 0 0.0% 
Visit 4 0 0.0% 
HIV  Visit 1 93 26.5% 
Visit 2 14 4.0% 
Visit 3 5 1.4% 
Visit 4 0 0.0% 
Mental health 
 
Visit 1 10 2.8% 
Visit 2 5 1.4% 
Visit 3 3 0.8% 
Visit 4 1 2.3% 
Musculoskeletal  Visit 1 187 53.3% 
Visit 2 52 14.8% 
Visit 3 20 5.7% 
Visit 4 7 2.0% 
Respiratory  Visit 1 46 13.0% 
Visit 2 16 4.6% 




Visit 4 0 0.0% 
Dermatology  Visit 1 53 15.1% 
Visit 2 11 3.0% 
Visit 3 5 1.4% 
Visit 4 2 0.6% 
Neurological diseases  Visit 1 8 2.3% 
Visit 2 2 0.6% 
Visit 3 1 0.3% 
Visit 4 1 0.3% 
Cancer  Visit 1 3 0.8% 
Visit 2 1 0.3% 
Visit 3 0 0.0% 
Visit 4 0 0.0% 
Enteric diseases Visit 1 3 0.8% 
Visit 2 0 0.0% 
Visit 3 0 0.0% 
Visit 4 0 0.0% 
Nutritional deficiencies  Visit 1 2 0.6% 
Visit 2 0 0.0% 
Visit 3 0 0.0% 




STI’s  Visit 1 5 1.4% 
Visit 2 0 0.0% 
Visit 3 0 0.0% 
Visit 4 0 0.0% 
Injuries  Visit 1 6 1.7% 
Visit 2 4 1.1% 
Visit 3 0 0.0% 
Visit 4 1 0.3% 
Maternal and neonatal disorders  Visit 1 3 0.8% 
Visit 2 0 0.0% 
Visit 3 1 0.3% 
Visit 4 0 0.0% 
Other Visit 1 3 0.8% 
 Visit 2 0 0.0% 
 Visit 3 0 0.0% 






Figure 4.4: Summary of the main area of complaint of different visits. 
4.3.1.1 Visit 1  
Figure 4.5 shows that the most prevalent areas of complaint during the first visit was 
musculoskeletal related ailments with 53.4% (n=187) followed by Central Nervous System 
(CNS) complaint with 28.5% (n=100). Gastroenterological complaints were the third most 
prevalent complaint with 27.6% (n=97) followed by HIV 26.5% (n=93), 
Cardiovascular/peripheral vascular 24.5% (n=86), dermatology 53 (15.1%) and respiratory 






➢ Haematological;  
➢ Infectious Disease;  
➢ Mental Health;  
➢ Neurological diseases;  






















➢ Enteric disease;  
➢ Nutritional deficiencies;  
➢ STI’s; 
➢ Injuries;  
➢ Maternal and Neonatal disorders and 
➢ Other. 
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4.3.1.2 Visit 2 
Out of 351 patients who visited the centre, 24.8% (n=87) patients came back for the first 
follow-up. The patients may have come back either for the previous complaint symptoms or 
other unrelated ailments. As seen from figure 4.6, musculoskeletal 59.8% (n=52), CNS 26.4% 
(n=23) and gastroenterology 20.7% (n=18) are still highly prevalent. Other complaints are 
listed below:  







➢ Infectious Disease; 
➢ HIV; 
➢ Mental Health; 
➢ Respiratory; 
➢ Dermatology; 
➢ Neurological diseases;  
➢ Cancer;  
➢ Enteric disease;  
➢ Nutritional deficiencies;  
➢ STI’s;  
➢ Injuries;  






Figure 4.6: Number of patient files for each complaint during visit 2. 
4.3.1.3 Visit 3 
Out of 87 patients 24.8% (n=87) who came back the second time, 35.6% (n=31) patients visited 
the centre for the second follow-up visits. Just like their first follow-up visits, the patients may 
have come back either for the previous complaint other unrelated ailments. Musculoskeletal 
complaint is still the leading complaint 64.5% (n=20) as seen from figure 4.7 below. Other 
complaints are listed below: 
➢ Cardiovascular / Peripheral vascular; 
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➢ Infectious Disease; 
➢ HIV;  
➢ Mental Health;  
➢ Respiratory; 
➢ Dermatology;  
➢ Neurological diseases;  
➢ Cancer; 
➢ Enteric disease;  
➢ Nutritional deficiencies;  
➢ STI’s; 
➢ Injuries; 






Figure 4.7: Number of patient files for each complaint during visit 3. 
4.3.1.4 Visit 4 
Out of 31 patients 35.6 % (n=31) who came back the second time, 12 patients 38.7% (n=12) 
visited the centre for their third follow-up. The patients may have come back either for the 
previous complaint symptoms related to it or other unrelated ailments. The complaints are 
listed below. Figure 4.8 below shows the prevalence of each complaint in this visit. 
➢ Cardiovascular/Peripheral vascular; 
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➢ Infectious Disease; 
➢ HIV; 




➢ Neurological diseases; 
➢ Cancer; 
➢ Enteric disease; 
➢ Nutritional deficiencies; 
➢ STI’s; 
➢ Injuries; 






Figure 4.8: Number of patient files for each complaint during visit 4. 
4.4 Treatment 
The types of treatment administered at KNHC was evaluated for each main areas of complaint 
within each visit for the study period. Remedies were either given singly (simplex) or in 
combination depending on the nature of the complaint (complex). In cases where there was no 
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4.4.1 Treatment Administered during Different Visits 
Evaluation of the type of treatment administered for the patient over the study period was done 
by recording the data from patient files. If a single remedy was captured on the file, it was 
known that the patient received one type of medication, whereas it was assumed as a complex 
if the recorded data indicated a combination of more than one medication. Some patients may 
have not received any medication for multiple reasons.  
Some of the most common single remedies that were administered were; Arnica montana, Rhus 
toxicodendron, Bryonia alba, Lachesis muta, Kalium carbonicum, Magnesium phosphoricum, 
Ruta graveolens, Gelsemium, Silicae and Calcarea carbonica. Complex remedies were any 
combination of homeopathic remedies including the above remedies depending on the 
presented case.  
4.4.1.1 Visit 1 
During visit 1 of all complaints for included patients, more complex 52, 75 (n=187) was given 
followed by simplex 46, 7% (n=164). No treatment was given twice 0, 6% as shown below in 
a pie chart. 
 
Figure 4.9: Treatment of visit 1. 
4.4.1.2 Visit 2 
The table and chart below show that more simplex was given 58. 6% (n=51) followed by 40.2% 
(n=35) of complex for visit 2. 
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Figure 4.10: Treatment of visit 2. 
4.4.1.3 Visit 3 
During visit 3, more complex was given 54, 8% (n=17) followed by 41, 9% (n=13) of simplex 
treatment. 
No treatment was given two times (3%; n=3). 
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4.4.1.4 Visit 4 
During visit 4, we see that simplex treatments were administered twice as often as complex 
treatments.  
 
Figure 4.12: Treatment of visit 4. 
 










































4.4.2 Treatment Administered for each Main Area of Complaint over Different Visits 
The following table 4.3 shows the types of treatment for each main complaint within different 
visits for the study period. Slightly more complexes have been administered (50%) throughout 
all four visits. Forty eight percent of administered remedies were simplex and in 2% of the 
cases no remedy was given. More simplexes were given for the following major systems: 
➢ Gastroenterology; 
➢ Genitourinary and 
➢ Musculoskeletal. 
The following systems had more complexes administered for them: 
➢ Cardiovascular/Peripheral vascular; 
➢ Central Nervous System; 
➢ Gynae/Obs; 
➢ HIV;  
➢ Mental Health;  
➢ Respiratory;  
➢ Cardiovascular / peripheral vascular; 
➢ Endocrinology and 
➢ Dermatology. 
Table 4.3: Distribution of the treatments of different complaints over different visits  
Main area of 
complaint  
 











Visit 1 0  0% 4 24% 13 76% 17 
Visit 2 0 0% 3 43% 4 57% 7 
Visit 3 0 0% 1 33% 2 67% 3 




Visit 1 0 0% 32 39.5% 49 60.5% 81 
Visit 2 0 0% 18 72% 7 28% 25 
Visit 3 0 0% 3 37.5% 5 62.5% 8 
Visit 4 0 0% 2 100% 0 0% 2 
Central Nervous 
System 
Visit 1 0 0% 45 44% 57 56% 102 
Visit 2 1 4% 14 52% 12 44% 27 
Visit 3 0 0% 5 62.5% 3 37.5% 8 
Visit 4 0 0% 4 80% 1 20% 5 
Liver Visit 1 0 0% 1 50% 1 50% 2 
Visit 2 0 0% 1 100% 0 0% 1 
Visit 3 0 0% 1 100% 0 0% 1 
Visit 4 0 0% 1 100% 0 0% 1 
Ear/Eye/Nose/Thr
oat 
Visit 1 0 0% 0 0% 0 0% 0 
Visit 2 0 0% 0 0% 0 0% 0 
Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0% 0 
Endocrinology 
(diabetes) 
Visit 1 0 0% 2 100% 0 0% 2 
Visit 2 1 50% 1 50% 0 0% 2 
Visit 3 0 0% 0 0% 1 100% 1 
Visit 4 0 0% 0 0% 0 0% 0 




Visit 2 0 0% 5 56% 4 44% 9 
Visit 3 0 0% 1 50% 1 50% 2 
Visit 4 0 0% 1 100% 9 0% 1 
Gastroenterology  Visit 1 0 0% 70 72% 27 28% 97 
Visit 2 1 1% 13 56% 10 43% 23 
Visit 3 0 0% 3 30% 7 70% 10 
Visit 4 0 0% 3 100% 0 0% 3 
Genitourinary 
 
Visit 1 0 0% 51 53% 45 47% 96 
Visit 2 0 0% 14 56% 10 44% 25 
Visit 3 0 0% 3 30% 7 70% 10 
Visit 4 0 0% 2 67% 1 33% 3 
Gynae/Obs  Visit 1 0 0% 22 50% 22 50% 44 
Visit 2 0 0% 4 33.3% 8 66.7% 12 
Visit 3 0 0% 1 50% 1 50% 2 
Visit 4 0 0% 0 0% 1 100% 1 
Haematological  Visit 1 0 0% 1 100% 0 0% 1 
Visit 2 0 0% 2 66.7% 1 33.3% 3 
Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0.0% 0 
Infectious 
diseases 
Visit 1 0 0% 2 33% 4 67% 6 




Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0% 0 
HIV Visit 1 0 0% 16 16.8% 79 83.2% 95 
Visit 2 0 0% 10 50% 10 50% 20 
Visit 3 0 0% 3 37.5% 5 62.5% 8 
Visit 4 0 0% 2 100% 0 0% 2 
Mental health Visit 1 0 0% 1 25% 3 75% 4 
Visit 2 0 0% 0 0% 2 100% 2 
Visit 3 0 0% 0 0% 1 100% 1 
Visit 4 0 0% 0 0% 0 0% 0 
Musculoskeletal  Visit 1 0 0% 96 50.3% 95 49.7% 191 
Visit 2 1 1.7% 38 64% 21 35% 60 
Visit 3 1 4% 10 42% 13 54% 24 
Visit 4 0 0% 6 67% 3 33% 9 
Respiratory  Visit 1 0 0% 22 43% 29 57% 51 
Visit 2 0 0% 9 56% 7 44% 16 
Visit 3 1 14% 2 29% 4 57% 7 
Visit 4 0 0% 1 100% 0 0% 1 
Dermatology  Visit 1 0 0% 25 45.5% 30 54.5% 55 
Visit 2 0 0% 6 46.2% 7 53.8% 13 




Visit 4 0 0% 1 50% 1 50% 2 
Neurological 
diseases 
Visit 1 0 0% 6 60% 4 40% 10 
Visit 2 0 0% 2 66.7% 1 33.3% 3 
Visit 3 0 0% 0 0% 3 100% 3 
Visit 4 0 0% 2 100% 0 0% 2 
Cancer Visit 1 0 0% 2 66.7% 1 33.3% 3 
Visit 2 0 0% 0 0% 1 100% 1 
Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0% 0 
Enteric diseases Visit 1 0 0% 2 66.7% 1 33.3% 3 
Visit 2 0 0% 0 0% 0 0% 0 
Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0% 0 
Nutritional 
deficiencies  
Visit 1 0 0% 2 100% 0 0% 0 
Visit 2 0 0% 0 0% 0 0% 0 
Visit 3 0 0% 0 0% 0 0% 0 
Visit 4 0 0% 0 0% 0 0% 0 
STI’s  Visit 1 0 0% 2 40% 3 60% 5 
Visit 2 0 0% 1 100% 0 0% 1 
Visit 3 0 0% 0 0% 0 0% 0 




Injuries  Visit 1 0 0% 3 50% 3 50% 6 
Visit 2 0 0% 5 100% 0 0% 5 
Visit 3 0 0% 1 50% 1 50% 2 
Visit 4 0 0% 2 100% 0 0% 2 
Maternal and 
neonatal disorders  
Visit 1 1 25% 3 75% 0 0% 4 
Visit 2 0 0% 1 100% 0 0% 1 
Visit 3 0 0% 1 100% 0 0% 1 
Visit 4 0 0% 1 100% 0 0% 1 
Other Visit 1 0 0% 1 33% 2 67% 3 
 Visit 2 0 0% 0 0% 0 0% 0 
 Visit 3 0 0% 0 0% 0 0% 0 







DISCUSSION OF RESULTS 
5.1 Introduction 
In this chapter the results of the study are presented and discussed with reference to the aim of 
the study - which was to describe the female patients profile attending Khula Natural Health 
Centre (KNHC) for the period 01 July 2018 to 31 July 2019. This was done by assessing the 
clinician data base and files from KNHC and compilation of data sheet in Microsoft excel was 
done. The recorded information was then analysed using descriptive statistical analysis and Chi 
Square goodness of fit test (CSgof Test) version SPSS 25.0 (Van Staden, 2019).  
The discussion in this chapter will revolve around four primary headings: namely, the profile 
of the patients, main areas of complaint, patient visits to KNHC and the type of treatment 
administered to the female patient at KNHC. Under each primary heading, the findings and 
relative importance will be discussed. 
5.2 Patient Profile 
5.2.1 Race of the Patients 
Due to the catchment area of KNHC, all the participants were Black as the population in Khula 
village and the surrounding areas is Black. Hence all the selected files were of Black race. 
5.2.2 Age of the Patients 
The age of patient files that were included in the study ranges from 18 years of age to 90 years 
of age. Data regarding the age of the patients was divided into six categories as follows: 
1. 18 - 25; 
2. 26 – 40; 
3. 41 – 50; 
4. 51 – 62; 
5. 63 – 70 and 
6. 71 – 90. 
The age profile of the patients attending KNHC overview can be obtained from figure (4.2). It 
was found that the age group of 51 - 62 constituted 119 (34%) of the study sample and was the 




village (Khula) or surrounding areas. The age categories 26 - 40, 53 (15%) and 41 - 50, 53 
(15%), constituted equally to the study sample. The older patients within the age group of 63 - 
60, made up 49 (14%) followed by the age group of 71-90 with 47 (13%). These patients seek 
medical attention more than the younger patients of age group 18 -25 (9%). It is hence evident 
that middle-aged to older patients visited the centre more frequently. According to the study 
conducted in rural South Africa on social contact, support and cognitive health of middle-aged 
and older men and women (40 years and above), older rural Black South Africans are more 
prone to health associated issues due to complex integrational dynamics caused by economic 
and population health factors. This aligns with the findings of this study of older patients 
visiting KNHC (Harling et al., 2020). Another study conducted by Sinclair et al. (2019), 
supports this study stating that adult and older women in rural areas are more likely to report 
poor health status and visit healthcare centres more than any other population (Sinclair et al., 
2019). 
In a recent study done in Chile, women aged 40 – 59, (49.7%) were prevalent to multiple 
conditions such as obesity, diabetes, hypertension, and musculoskeletal ailments and seek 
medical attention more than other age categories (Blumel et al., 2020). This is parallel to the 
findings of this study where middle-aged and older patients seek medical attention at KNHC 
for similar complaints. 
5.2.3 Main Areas of Complaint 
As seen from figure (4.4) the most prevalent complaint at KNHC during the period of the study 
was musculoskeletal complaints across all four visits followed by Central Nervous System 
(CNS), gastroenterology complaints and HIV. Widanarko (2011) did a study on the prevalence 
of musculoskeletal symptoms in relation to gender, age and occupational/industrial group and 
reported that more females suffer from musculoskeletal complaint than males which correlates 
with this study of musculoskeletal complaint being the highest complaint among other female 
complaint at KNHC (Widanarko, 2011). Collins (2015) and Briggs (2016) established a similar 
study and concluded that musculoskeletal ailments are more prevalent in adult females 
(Collins, 2015; Briggs, 2016). 
A recent study done by Kara (2018) at Homeopathic Health Centre (HHC), University of 
Johannesburg found that musculoskeletal complaint 24% (n=260) featured most prominently 




Africa on joint pain assessment among middle aged women and concluded that joints pain 
prevalence is high amongst older women (Barnes et al., 2018). 
Another recent cross-sectional study was done on concurrency of musculoskeletal complaint 
and concluded that more women are prevalent to joint complaints and (68%) of the women had 
the prevalence of concurrent musculoskeletal complaints of elbows, shoulders and necks. This 
could point to why this complaint had the largest number of patients in this study (Winiarski et 
al, 2020). 
The second highest complaint was CNS which in this study mainly encompasses headaches 
and migraines. Goldman et al. (2013) did a study and stated that the burden of headaches and 
migraines are more prevalent among women compared to men with a ratio of 2.8 for migraine 
and 1.0 for headaches. Another study was done to assess the prevalence of headache and 
migraine among pregnant women and concluded that 67% of the pregnant women visit their 
practitioners due to headaches and migraines (Peng et al, 2018). This study could explain why 
large numbers of patients visit KNHC, keeping in mind that the majority of the study sample 
is of reproductive age. 
Gastroenterology is the third leading complaint patients visited the centre for. According to the 
study done on lower gastrointestinal disease in women, 70% of women suffer from irritable 
bowel disease and 20% suffer from functional gastrointestinal symptoms. The same study 
revealed that most of the time, gastrointestinal complaints in women are of the lower 
gastrointestinal tract and are a common practice for gynaecologists and obstetrics (Smith, 
2011). 
HIV related ailments is another reason large number of patients visited KNHC following 
gastroenterology. A recent study revealed that South Africa has the highest number of 
adolescent women aged 15-24 infected with HIV in the world (Pettifor, 2020). A community-
based HIV prevalence in KZN was done in 2018 and revealed that HIV prevalence was 44.1%0 
in women compared to men (28%), from the (36.3%) of HIV positive population in this area 
(Kharsany et al, 2018). This could be attributed to why a large number of patients at the centre 
have HIV related complaints. 
The other main areas of complaint with a high number of patients during all visits in this study 




Complaints such as hypertension and diabetes coexist in middle aged and older women. 
According to Blumel et al. (2020) hypertension and diabetes multi-morbidly exist in these 
women in (22%) of the cases (Blumel et al., 2020). 
A recent study done on the clinical outcomes of patients with diabetes and hypertension in a 
peri-urban area of Johannesburg concluded that, non-communicable diseases such as 
hypertension and diabetes are dramatically increasing in South Africa both in urban and rural 
areas. The same study revealed that in 2016, the prevalence of hypertension in women aged 15 
years and older was slightly higher (46%) compared to men (44%). And the overall prevalence 
of diabetes has increased drastically from (5.4%) in 2017 to (12.7%) in 2019 (Genade et al., 
2020). The prevalence of hypertension and diabetes are due to lifestyle choices such as poor 
diet, lack of physical exercises, smoking, alcohol consumption and stress affecting the poor 
most which are important factors in this area (O’Keefe, 2016; Thomas et al., 2018). Another 
study stated that in 2015, diabetes mellitus was the second most common cause of death (5.4%) 
after tuberculosis (7.2%) in South Africa and was the leading cause of death in South African 
women (7.1%) (Rae et al., 2018). 
Complaints concerning dermatology were also prominent in this study although the number of 
patients expected for this complaint was not as high. A study was done on understanding skin 
and hair disorders in women of colour, suggested that women of colour frequently seek 
dermatological care compared to other races (Lawson et al., 2017). One study was done in 
Durban, KZN on prevalence of dermatological (pigmentary disorders: dyschromia, vitiligo, 
post-inflammatory hyperpigmentation and melasma) and concluded that (7. 97%) of 304 
patients had pigmentary disorders and of this, (79.6%) were adult females aged 18 years and 
above (Dlova and Tylor, 2019). 
In a study done in a hospital in the Southern region of Ethiopia in 2014, it was discovered that 
dermatological complaints were the second highest complaints from patients seeking medical 
attention (28.7%) and affected all ages (Hay, 2014). 
Respiratory complaint which comprises of lower and upper respiratory tract and other 
respiratory related conditions also have a high number of visits at this centre. In one study on 
gender differences and respiratory complaint, it was mentioned that women generally have 
more physiological and psychological morbidity, and visit healthcare facilities for different 




5.2.4 Main Areas of Complaint and Age 
The result of CSgof Test which was calculated according to the hypothesis that all age groups 
have an equal chance of being susceptible to any of the main area of complaint showed that 
there was a significant difference (p = 0.000) for musculoskeletal, gastroenterology, HIV, 
hypertension and diabetes meaning that there were more patients observed than what was 
expected for these complaints. As seen from table (4.1), the age category (51 – 62) has 
significant difference for main areas of complaint. 
According to Lowe (2016), musculoskeletal complaint affects the age group of 50 – 64 by 
(43.7%) which correlates with this study of age group 51 – 62 being susceptible to many 
complaints including musculoskeletal. A similar study was conducted in Nigeria and concluded 
that postmenopausal women aged 51 – 60 years suffered from lower extremity (61%) and back 
and joint pains (52.9%) (Ogwumike, 2016). 
Gastroenterology ailments received large number of patients. Baker and Blakely (2017) 
reported that the gastro-intestinal tract (GIT) is disturbed as the patient ages, as the system 
absorbs and excretes nutrients and medications disturbing the immune response of gastro- 
intestinal system (Baker and Blakely, 2017). Generally, more women are known to be more 
prevalent to GIT complaint, which could be due to female ovarian hormones (oestrogen and 
progesterone) that influence the motility of GI system (Zia and Heitkemper, 2016). This could 
be the reason why relatively high number of women visit the centre concerning this complaint. 
The study done at UJ, HHC, also revealed that GI complaints were the third highest complaint 
among patients in general (Brak, 2018). 
Another disease that showed significant differences of p value was HIV. A recent study on the 
prevalence and determinants of HIV in South Africa revealed that (28.4%) of the population 
living with HIV are women and (14.8%) are men. Of this KZN has the highest number of 
females living with HIV (39.3%). The same study stated that women aged 35 – 49 and 
unmarried women were more likely to be infected compared to married women (Adetokumboh 
and Are, 2020). This corresponds with the findings of this study where the most prevalent 
patients are middle-aged and older patients between the ages of 26 and 51. A recent study 
concluded that (52%) of the 36.9 million HIV-1 positive patients were adult females in 2017 
(Sturt et al., 2020). Another study was done by Pettifor et al. (2016) and reported that HIV 




and these females are infected with HIV by the time they reach their mid-twenties (Pettifor et 
al., 2016). This supports that these female patients in this study are more inclined to HIV 
infection than any other population. 
Hypertension is more prevalent in patients of 51 years and older in this study. One study 
highlighted that hypertension in women could be attributed to parity. Multi-parity tends to 
result in increased prevalence of hypertension. The same study found that hypertension 
diagnosis was 51.6% in postmenopausal women compared to 22.9% in premenopausal woman 
in rural areas (Felix, 2018). 
A recent study was done on the prevalence and risk factors for systemic hypertension among 
Sudanese patients with diabetes, which highlighted that the prevalence of hypertension in 
diabetic patients was (47.7%). This shows the association of diabetes to hypertension and could 
explain why diabetes also had expected numbers of patients at the centre. It was also stated in 
the same study that one of the factors of hypertension is age and the risk of hypertension is 
highly associated with older patients (Ahmobarek et al., 2020). 
5.3 Patients Visit to KNHC 
As seen in Chapter 4, the study included up to four consecutive follow-up patient visits for 
either the same complaint or any other complaint in the follow-up visits. Three hundred and 
fifty-one patient files were evaluated during visit 1. Eighty-seven follow-up consultation files 
were assessed in visit 2 and 31 files were evaluated for visit 3 and only 12 files were available 
during visit 4. 
The patients in this study may have visited the centre either because they do not have any other 
health facility available to them within shorter distances or are satisfied with the success of 
homeopathic treatment at the centre. But since many patients come from other surrounding 
villages, the latter is more likely. It is also possible that majority of the patients visited the 
centre just because it was the health centre available to them not because they were aware that 
it is a homeopathic health centre. 
It is also possible that the reason for KHNC visit is the positive changes homeopathic 
approaches had had brought to the patient’s well-being as a whole. Bagot (2018), in his study 
indicated that homeopathic practitioners should advise on life style changes with regards to the 
health of the patient as part of their practice following the footsteps of Hahnemann not just 




therapy (Bagot, 2018). This is similar to the patients that visit the centre considering the poor 
standard of living of the residents of Khula and surrounding villages. 
One study was done in rural KZN on the financial and economic feasibility of rural household 
bio digesters for poor communities in South Africa and stated that these areas are highly 
poverty driven hence this project was needed (Smith and Blignaut, 2014). The study site that 
was chosen was Okhumbe village which is about 350km from Khula and is similar to Khula 
and resembles it geographically, economically and socially and the standard of living status. 
This suggests that Khula and the surrounding areas are poverty-stricken areas, and this forces 
them to use the healthcare facilities available to them without having the opportunity of 
choosing which health services or therapies to use due to cost issues. 
In contrast to this, the use of complementary medicine (CM) including homeopathy is 
increasing within other areas of KZN, urbanised areas in particular. In a study done in KZN on 
the use of CM including homeopathy in professional nurses, (70.6%) reported as CM being 
beneficial to patient’s health and (39.6%) expressed confidence in advising the patients about 
the use of these alternative therapies (Maureen et al., 2017). 
Even though the use of CM and homeopathy is increasing among urban areas, it is still not 
popular in rural areas. According to the study done on the rate of homeopathy in rural areas of 
Australia, homeopathy is not integrated in these areas despite the rise of CM medicine across 
Australia (Wardle et al., 2013). 
One study that was done in Italy highlighted that homeopathy focuses on holistic vision of 
health which is appropriate for women as women in broader sense deal with healthcare issues 
hence homeopathic philosophy, therapies and approaches are important in asserting vital new 
vision of health and well-being of females particularly in rural areas. According to this study, 
female (9.6%) makes use of CM compared to male (6.8%) in 2013. The same study concluded 
that homeopathic treatments are utilised more by women between the ages of 25 and 54 
(Panazzo et al., 2016). This correlates with the age category 51 - 62 that visited the centre 
mostly for the main area of complaints that had high number of patients. 
According to the study that was funded by Swiss Federal of Public Health in Switzerland, side-
effects of homeopathic and conventional medicines were compared and from 3 126 
participants, homeopathy had high number of success rate compared to high percentage of 




According to one study, homeopathic treatments are notably effective in both chronic and acute 
conditions as an alternative treatment to conventional medicine (Bell and Boyer, 2013). KNHC 
serves the community as a primary health centre due unavailability of public hospitals and 
clinics or any other health facility within the area but according to the findings of this study, 
many of the main area of complaints with high number of visits are chronic conditions as 
discussed below. 
5.3.1 Main Area of Complaint over Different Visits 
The number of patient visits decreased dramatically from visit to visit. Hence the number of 
evaluated files decreased for all areas of complaint. As mentioned above, the number of 
patients decreased from 351 patient files in visit 1 to only 12 files in visit 4. 
This is understandable considering the distance of KNHC from the participant area of living 
and the cost of transport. Other factors that may have an impact on the number of consultations 
are success of the therapy, the practice style and experience of the practitioners, chronicity of 
the condition, lack of awareness about the importance of follow-ups especially in chronic cases 
(Brak, 2018). 
As seen from table (4.2), even though the number of follow-up visits declined exponentially 
for each system, chronic conditions such as musculoskeletal, CNS, HIV, and hypertension still 
have high number of consultations throughout visits. 
Chronic conditions require prolonged treatment plans and a number of follow-up consultations 
to manage the condition successfully (Alahdab et al., 2018). This could be the reason why these 
conditions still have large number of patients compared to other complaints in the study. 
Saydah and Eberhardt (2006) conducted a study to determine that patients with chronic 
conditions such as chronic arthritis (59.6%) and diabetes (41.4%) used CM along with 
conventional medicine for a successful treatment of these conditions (Saydah and Eberhardt, 
2006). Another study supported this saying that patients usually use CM alongside with 
conventional medicine to complement their treatments in chronic cases (Lin et al., 2015). 
Another study was done on a small-area analysis of inequalities in chronic disease prevalence 
across urban and non-urban communities in the province of Nova Scotia, Canada, and 
concluded that the prevalence of chronic diseases in certain areas is due to the challenges in 




2014). This is especially true for the participants of this study as they face many challenges 
concerning health due to poverty. 
5.3.1.1 Visit 1 
Musculoskeletal complaints were the most prevalent at 53.4% (n=187). The second most 
prevalent complaint was CNS 28.5% (n=100) during this visit. Other systems with high number 
of patients were gastroenterology 27.6% (n=97), HIV 26.5% (n=93) and hypertension 24.5% 
(n=86). These are chronic cases that require extended treatment plan. 
The high number of chronic cases during the first visit may account for the patients seeking 
homeopathic treatment as an alternative to conventional therapy options that had been tried and 
were unsuccessful or patients being unsatisfied with the healthcare system or treatment 
outcome they have tried before (Brak, 2018). 
5.3.1.2 Visit 2 
The number of visits of all systems declined to less than a quarter of the initial first visits (87 
patients) but still relatively high for musculoskeletal 59.8% (n=52), CNS 26.4% (n=23), 
gastroenterology 20.7% (n=18), HIV 14 (16.1%), hypertension 14.9% (n=13). This could be 
due to patients being satisfied with the initial consult and treatment. 
5.3.1.3 Visit 3 
The number of follow-ups for these complaints further dropped exponentially to 31 patients. 
Musculoskeletal 64.5% (n=20), CNS 5 (16.1%), gastroenterology 22.6% (n=7), HIV 16.1% 
(n=5), hypertension 22.6% (n=7). To highlights that further visits receive less follow-up 
consultations. 
5.3.1.4 Visit 4 
There were only 12 patients that came back for their 4th visit, and this could be due to successful 
undergoing treatments or patient compliance and their ability of adherence to the treatment 
program, especially in their chronic cases (Pagès-Puigdemont et al., 2016). 
5.4 Treatment 
Three types of treatments were evaluated in this study namely: simplex, complex and in cases 




were administered for various reasons such as where the patient was referred to hospitals or 
other healthcare facilities or where patients visited the centre for pregnancy testing, advice etc. 
The number of complex (n=185) remedies were slightly higher than simplex remedies (n=164) 
in this study and only in very few cases were patients not given a remedy at all. 
In homeopathy, simplex is a term used when no more than one remedy is administered at a 
given time. This speaks to one of the principles of homeopathy and practices of Hahnemann 
that urges the physicians to only give one remedy at a time. This is termed classical homeopathy 
and is considered to be the complete authoritative version of Hahnemann’s view (Blackie, 
2007). 
A study determined that the use of simplex remedies showed to be effective in three different 
studies in comparison to combination of remedies (Jacobs et al., 2007). Aaron (2017) 
conducted a study that concluded individualized homeopathy was more effective in the 
treatment of diabetes compared to conventional medicine (Aaron, 2017). 
Complex treatment is when two or more remedies are combined together for either a single or 
several complaints. Even though Hahnemann was against this type of practice, various scholars 
did not oppose it and is popular among many practitioners today. This style of practice is 
termed clinical homeopathy. (Teut et al., 2019). Complex remedies were given on the basis of 
clinical cases rather than individualization or constitutional remedies (Bagot, 2018). 
In many cases, the choice of complex remedies depended on the chronicity and complexity of 
the case, the more complex the case, the more combined preparation of remedies are used. 
Many doctors also use complex remedies to reduce the complexity of the case and make the 
case more characteristic in the process. The choice of complexes also depends on the bases of 
addressing more than one factor of the disease pathology and also covering wide range of 
symptoms (Bagot, 2018). 
This study does not take into account the effectiveness of homeopathic medications or the 
outcome of the treatment directly but rather only the number of patient visits to the centre was 





5.4.1 Treatment Administered during Different Visits 
Information regarding the type of treatment administered during different visits can be referred 
to chapter 4. During this study the number of patient follow-up consultations were followed up 
to 4 visits as highlighted above. 
In visit 1, there was more complex treatment 52.7% (n=185) given compared to simplex 46.7% 
(n=164). Slightly more simplex 59% (n=51) treatment was administered in the second visit 
than complex 40(40%). Visit 3 had more complex treatment given 54, 8% (n=17) than simplex 
treatment 41, 9% (n=13). During visit 4, the simplex 67% (n=8) prescription was twice as much 
as the complex treatment 33% (n=4). 
Homeopathic treatment is based on the symptoms recorded by the practitioner and correlated 
to the remedy that is best indicated. Relatively high number of patients came back for their first 
follow-up treatment (visit 2). This could be because patients tend to come back for further 
treatment if they notice positive results in the course of treatment. It could also be due to the 
holistic nature and individualized approach to care in homeopathic consultations where patients 
feel heard and empathised with that derives patients to return for follow-up consultations. In 
one study done, despite the type of homeopathic treatment administered, patients reported on 
the effectiveness of homeopathic approach and the successful change in their quality of life 
(Ferreri et al., 2016). 
In the findings of this study, in further visits more patients came back mostly for the treatments 
of chronic cases. In a study that was done on specific characteristics of homeopathic 
consultation by Bagot (2018), the different stages of consultation visits depend on the nature 
of the condition and symptoms as well as the choice of homeopathic prescriptions (Bagot, 
2018). Complex and or chronic cases require long-term treatment to achieve positive results. 
This is supported by a study done by Alahdab et al. (2018) which reported that chronic 
conditions require long term treatment to bring about cure and goes in hand with life style 
choices (Alahdab et al., 2018). This corresponds with the findings of this study where the 
complaints with high number of follow-up visits and treatment were of chronic cases. 
More complex treatment was given than simplex treatment in the findings of this study. This 
could be attributed to patients not giving clear and defined symptoms and patients having 
complaints in multiple organ systems of chronic cases. This could involve multiple layers of 




Bagot (2018), in practice, individualization is not always ideal in chronic cases and the 
caregiver should depend on the symptoms rather than the person and administer complexes by 
combining multiple medications focusing on the therapeutic indications of these remedies. The 
author also mentioned that the choice of similimum (simplex) is important in cases where 
patients give clear and characteristic symptoms (Bagot 2018). 
5.4.2 Treatment Administered for each Complaint over Different Visits 
It is essential to mention that during each follow-up visits, the remedies were given either for 
the same previous complaint or an entirely new complaint. Information regarding the type of 
treatment administered for each system over different visits can be obtained from table (4.3). 
In general, more simplex treatments were prescribed for the following main areas of complaint: 
➢ Gastroenterology; 
➢ Genitourinary and 
➢ Musculoskeletal. 
The reason why these complaints received more simplex treatment could be the totality of the 
symptoms leading the practitioner to find similimum. It could also be due to clear symptoms 
being given by the patient (Bagot, 2018). 
The following systems had more complex administered for them: 
➢ Cardiovascular/Peripheral vascular; 
➢ Central Nervous System; 
➢ Gynae/Obs; 
➢ HIV; 
➢ Mental Health; 
➢ Respiratory; 
➢ Hypertension; 
➢ Diabetes and 
➢ Dermatology. 
Most of these complaints are complex in nature and chronic hence require multidisciplinary 
approach. According to a study conducted in 2015, chronic conditions need different angles of 




conducted in Norway, it was reported that more females visited homeopaths for more chronic 
conditions (Lohre and Steinskekk, 2012). 
5.4.2.1 Visit 1 
During visit one, more complaints were given complex remedies as compared to simplex 
remedies. 72% (n=70) of single remedies were given for gastroenterology whereas only 28% 
(n=27) of the remedies were complex. Musculoskeletal had almost equal amount of simplex 
50% (n=96) and 49% (n=95) of complex. Other complaints such as CNS 56% (n=57), HIV 
83% (n=79), hypertension 60% (n=49), diabetes 66% (n=19), and dermatology 55% (n=30) 
had more of complex remedies administered for them. 
HIV patients may have visited the centre for either the side effects of HIV medications or AIDS 
symptoms. In many cases, a combination of remedies specifically prepared for HIV patients 
called ‘Iquilai’ are given along with the similimum chosen for the presenting symptoms at 
KNHC. 
5.4.2.2 Visit 2 
During visit 2, the areas of complaint with significant number of treatments were few due to 
smaller number of follow-up visits. Gastroenterology has almost equal number of simplex 56% 
(n=13) and complex 43% (n=10) treatments. Another complaint with equal number of simplex 
10% (n=10) and complex 50% (n=10) is HIV. CNS has more simplex treatment in this visit 
52% (n=14). More simplex 64% (n=38) than complex 35% (n=21) was administered for 
musculoskeletal ailments. Hypertension and diabetes had more simplex treatment as opposed 
to more complex during the first visit. 
This trend may not be easily explained as the progress of the treatment may depends on the 
commitment of the patient to bring about changes which is influenced by the factors in their 
life style that cause obstacles to cure. 
5.4.2.3 Visit 3 
Very few patients came for their second follow-up and received treatment. Most of the above-
mentioned main areas of complaint got complex prescription. Gastroenterology 70% (n=7), 




before, this pattern could due to the complexity of the condition which requires the support of 
different dimension of health. 
5.4.2.4 Visit 4 
Very few patients were treated during visit 4 and almost all of these conditions received slightly 
more simplexes this time as opposed to their previous visit. 
5.5 Limitations of the Study 
Some factors negatively impacted the study, such as: 
➢ The study did not evaluate the effectiveness of homeopathic treatment; 
➢ The study sample size for some of the main complaints was too small; 
➢ The data used for Chi Square Goodness of Fit Test to evaluate age and main 
complaint was not reasonable enough as the number of samples for each main 
complaint were not large enough; 
➢ The study period was too short. More value may have been derived by the 
determining trend should the study have included data for more than one year and 






CONCLUSION AND RECOMMENDATIONS 
6.1 Conclusion 
This quantitative descriptive study was aimed at determining the female patient profile at 
KNHC, the frequency of follow-up visits and the treatment rendered at the centre for the period 
of one year. Patient profile provides valuable information about patient demographics and main 
areas of complaint, which allows healthcare facilities to have an insight into the particular 
population for which health services are offered. This understanding allows the healthcare 
facilities to customize their services to their best of abilities depending on the needs of the 
population. Evaluating different patient visits to the centre identifies the frequency and the level 
of follow-up consultations the health centre receives. Findings about the type of treatment 
offered at KNHC assists the centre with strategic planning concerning stock planning, budget 
and efficient administration of treatment. 
Three hundred and fifty-one patient files were evaluated at the beginning, which then declined 
to only twelve files. The number of patients seen kept dropping over different visits which 
concludes that fewer patients came back for their follow-up visits. 
The population of this study was Black adult females aged 18 years and above. The result 
showed that the prevalent age group that visited the centre was middle aged females aged 51 – 
62 (34%) towards older patients, followed by the age groups 26 – 40 and 41 – 50, both at 
(50%). The most prevalent main area of complaint was musculoskeletal related ailments 
throughout all four visits which could be due to females having more prevalence of 
musculoskeletal complaints as they age. 
The second highest main area of complaint seen at the centre was CNS, which includes several 
diagnoses such as headache and migraines followed by gastroenterological complaints. 
Complaints with large number of patients were of chronic cases but patients visited the centre 
for all types of complaints hence the centre functions as primary healthcare centre as well. This 
is due to the centre being distant from other health facilities in the area. 
The type of treatment administered here most frequently were slightly complex remedies 






➢ A study should be done in a consecutive year to create a trend for KNHC; 
➢ Only complaints from a significant number of patients should be included as to 
increase the sample number for each organ system and 
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APPENDIX D: INFORMATION AND CONSENT FORM       
 
Khula Natural Health Centre (NPO: 212890) 
Veyane Cultural Centre  
R618 
Matubatuba 
KwaZulu-Natal   
info@baselpraxis.ch 
Dr. Nicoliene Potgieter Steiner (AHPCSA Registration No. A11729) & Dr. Manuel 
Steiner (AHPCSA Registration No. A11730)   
 
       
Date:       Patient Nr: 
Surname:       First Name: 
D.O.B:    Village:     Tel: 
 
The patient has consented to the assistance of a translator in the process of communication to 
the student / clinician concerned. 
Confirmed as signed by patient / parent or legal guardian or witness:   
Yes_____ Signed ____ Date: _______ No _____  
 
I understand that information from my record may be used for academic or research purposes, 
where the Khula Natural Health Centre undertakes to ensure that my anonymity is maintained 
at all times in such cases, for which I grant permission. Please sign this section if you consent. 
Patient signature: __________________ Date: ___________________ 
 
 
If you do not consent, do not sign this section. Not consenting will in no way influence your 
treatment at our health centre. 





Report of findings: It is imperative that the student / clinician treating you explains fully your 
diagnosed condition, both as an educational requirement for the student but also, and more 
importantly, such that you are able to make an informed decision about the type of treatment 
that you wish to receive. 
 
Risks/Benefits: The student / clinician must explain to your satisfaction / understanding all 
risks and benefits in relation to treatment of your reported diagnosis / condition(s). It is not 
advised that you discontinue any existing medication without first consulting with the 
prescribing doctor or specialist. 
 
By signing this form, I agree that I understand that with my attendance at the Khula Natural 
Health Centre, that my medical information will be discussed between the student responsible 
for my care and the supervising clinician who is responsible for overall oversight of my care. 
 
 
Patient signature: _______________Date: _______________  
    






APPENDIX E: DATA COLLECTION SHEET 
                              
The following information was be recorded from the clinician database: 
 























MAIN AREA   
OF 
COMPLAINT 
OF VISIT 1 
TREATMENT 








OF VISIT 2 
TREATMENT 








OF VISIT 3 
TREATMENT 








OF VISIT 4 
TREATMENT  
0F VISIT 4 
 
                
                
Main areas of complaint 
 
 
Cardiovascular/peripheral vascular   1 
Central Nervous System  2 
Liver 3 
Ear/ Eye / Nose / Throat 4 
Endocrinology  5 
Gastroenterology  6 
Genitourinary 7 
Gynae / Obs 8 
Haematology 9 
Infectious diseases 10 
HIV 11 
Mental Health 12 
Musculoskeletal  13 
Respiratory  14 
Dermatology 15 
Neurological diseases 16 
Cancer 17 
Enteric diseases 18 
Nutritional deficiencies 19 
STI’s 20 
Injuries 21 
Maternal and neonatal disorders 22 
Other 23 
Treatments   
Simplex / indicated one type 
of remedy 
1 
Complex / indicated 
combination of remedies 
2 




APPENDIX F: KHULA NATURAL HEALTH CENTRE CASE TAKING 
FORM 
 
Khula Natural Health Centre (Khula Village, KZN) 
Case Taking Sheet 
 
Patient Nr:  Date:  
Name:  Gender:  
Date of birth:  
Village:  Tel. 
Children (& DOB):  
 
Initial complaints:  
Presenting complaints: 
Vitals and CAJCOLD: 
Other important information: 
 




















 Hypertension  
Nutritional 
Deficiencies 




 Liver  Skin    
Diabetes  LRTI  STI's    




 Stroke    
  







To Whomever It May Concern, 
 
 
This letter serves to confirm that the minor dissertation entitled “The Female Patient Profile at 
Khula Natural Health Centre, St. Lucia, KwaZulu-Natal” has been edited by a qualified language 
practitioner. 
 




























L. Herbert | yodalianne@gmail.com 
 
